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Abstract 
Title: Mental health service norms in South Africa. 
Author: Christopher Lund, l)epartment of Psychiatry and Mental Health, lJnivcrsity 
of Capl~ Town, Groote Schuur Hospital, Observatory, 7925, South Africa. 
Hate submitted: 5 August 2002. 
This thesis includes lour main aspects. Firstly, a situation analysis was conducted of 
currcnl national public sedor mental hcalth services in South Afdca, usillg nine service 
indicators. A questionnaire was distributed to provincial mental health service 
coordinators, and l<)lIowed up with workshops conducted in each province, attended by a 
variety or stakeholders. The results show that mental health services in South Africa mc 
generally under-resourced, with marked variations in resource levels and service 
utilisation between provinces. [n keeping with historical legacies, mental health care 
continues to be centralised in large psychiatric institutions, with little evidcnce or the 
developmenl of community mcntal health services. Secondly, a model was developed f(J[ 
cstimating the mental health st~rvice needs or people with severe psychiatric conditions in 
a local South African population. Previous research in general health service rlallning and 
the methodology of a WHO model wcre adapted to South African mental health variables 
to develop the modeL The model provides an approach that is flexible, transparent, 
speciJic and includes a range or serviees. Tillrdly, a set of service norms was proposed for 
each or the nine service indicators, infi.mned by data from the situation analysis, the 
modeL consultation with key stakeholders and a systematic review or the literature. The 
norm.;; proposals express mental health service needs in terms of quantifiable service 
resource and utilisation levels. Traditionally, a "norms" approach has been criticised t()r 
being rigid, prescriptive and not taking account of local service realities. This thesis is an 
attempt to refimn the eoncept of norms, in a way that allows planners both to establish 
rational guidelines for mental health service delivery, which are essential in the post-
apartheid era, and to clo so llcxibly, in the light of variolls sources or information. In 
broad terms, the study reconmlemis the redirecting of current mental heaJth resources (yom 
hospital- to community-based care and greater equity in the distribution 0 [' resources and 
the accessibility of services. Fourthly, a practical user-friendly planning manual was 
dcveloped, using the situation analysis, model and norms to provide guidelines IIJr the 
planning of mental health services by local and provincial planners. 
XVII 
Executive summary 
This thesis includes fimr main aspects. 
I. Service indicators 
Firstly. a situation analysis was conducted of current national public sedor mental 
health services in South Africa, using nine input and process service indicators: 
bed/population ratios, sta1l7population ratios, stafllpatient ratios, community/hospital 
ratios, bed occupancy rates, admission rates, length of admission. readmission rates 
and deliwlt. rates. A questionnaire was distributed to provincial mental health service 
coordinators, requesting the data necessary to report on each indicator. The 
questionnaire was f()lIowed lip with workshops conducted in each province, attended 
by provincial mental health coordinators, service managers, clinicians, acadcmics and 
other stakdlOlders. 
The results indicate a national acute bed/population ratio or 13 (provincial range: (J-
18) per 100 000 and a medium-long stay bed/population ratio of 35 (provincial range: 
0-83) per 100 000. There are 19.5 mental health starr per 100 000 populatioll. 
(provincial range: 5.7-31.6). National staftlbed and stall/daily patient visits (DPV) 
ratios are 0.3 (0.22-0.89) and 0.6 (provincial range: 0.1-4.0) respectively. 
Community/hospital ratios indicate that on average, 25% of public sector staff arc 
located in community settings in South Ali-ica. On average. 66% or patient contacts 
with mental health services occur through ambulatory care services. Total national 
bed occllpancy rates of 83% (provincial range: 63-1 (1)%) were reported. Annual 
national admission rates were reported to be 150 pCI' 100 000 (provincial range: 13-
300). There is a national average length of stay or 21 I) days in psychiatric hospitals 
(rrovincial range: 60-3(50), 11 days in general regional hospitals (provincial range: 
2- 28), and 7 days in district hospitals (provincial range: 2-21). Readmission rates 
were only available from West End hospital in the Northern Cape and were reported 
to be 33(Yo per annum. A lIational delimit rate or II (x) (provincial range: 6-21 %) was 
rcr()rted. 
XVI\] 
rhe situation analysis found that mental health services in South Africa arc generally 
under-resourccd in relation to most developed countries and some developing 
countries_ There are marked variations in resource levels and service utilisation 
between provinces_ In keeping with historical legacies, mental health care continues 
to be centralised in large psychiatric institutions, with little evidence 0 [' the 
development of community mental health services_ 
There is some evideLlce of unmet need Jhr mental health services, with low levels of 
community service utilisation corresponding with low hospital admission rates_ 'I 'he 
precise nature of the present unmet need requires further research. The results also 
indicate the inadequacy of current mental health service ini()["mation systems in South 
Africa, This is important in the light of several identifiable areas where the data 
reported in this study appeared to be inaccurate. 'rhere is a particular need to develop 
ways of monitoring mental health care in jhe context of integrated general health 
serVices, lor example the number or full-time equivalent (FTE) mental health stan-
working in primary health carc settings, 'rhis is important in the contcxt of policy 
proposals to dowLlscalc psychiatric institutions and integrate mental health into 
general health care. Information systems are an essential tool fi)r monitoring this 
process and ensuring that service targets are achieved_ 
2. Model 
Secondly, a mode! was developed tin estimating the mental health service needs of 
people with severe psychiatric conditions in a loea I population of 100 (JOO people, and 
thc resources required to provide mental health care to address those nceds. Previous 
research in general health service planning and the methodology of a World Health 
Organisation (WHO) model were adapted to South African mental health variables to 
develop thc model. The model provides a methodology for estimating the mental 
health service needs of a local South All'ican population, with key features being its 
I1cxibility, its transparency, its applicability 10 the planning of both community and 
hospital-based care, and its spccificity_ 
XLX 
The model produced a set of' recommendations fC)f mental health service utilisatioll 
rales, bed numbers and stafr to care f(Jr people with severe psychiatric conditions ill a 
local South African population of 100 000 people. To summarise, at 100% coverage, 
these are 87 daily patient visits (DPV); 28 acute and 10 medium-long stay beds; and 
35.2 FTE mental health staff (including 25.1 nurses, 0.6 O'l's, 1.<) OTAs, 2.2 social 
workers, 1.2 clinical psychologists, 1.55 psychiatrists, 1.95 registrars, 0.5 educational 
and information officers, and 0.2 quality assurance oflicers). 
The pattern and !eve lor existing services in So lith All'iea, as reported by the service 
indicators, arc diJTcrent to those recommended by the modeL There are presently 
lewer acute beds than those recommended by the model. However, there are 
considerably more long stay beds with gross maldistribution of resources between 
provlllees, The findings of the model indicate the need fiJr a shill away from an 
institutionally based custodial pattern of care, to community-based care. This implies 
an emphasis on the short-term treatment of patients in inpat ient settings and tbe 
concerted management ol'paticnts in the community. 
3. Norms 
Thirdly, a set 0 f service 110rms was proposed f()f each of the nine service indicators 011 
the basis of the data from the indicators or existing services, the model, consultation 
with key stakeholders in provincial and national mental health services and a 
systematic review of the literature. 
The norms proposals express mental health service needs in terms of qllantiliable 
service resourcc and utilisation levels. In doing so, this study makes explicit what is 
freq lIently hidden in mental health service literature, namely t he assumptions and 
values on which planning is based. Traditionally, a "norms" approach has been 
criticised f()I' being a rigid, prescript ive approach, which docs not take into account 
local service realities, This thesis is an attcmrt to rC/()f]n t.he eonccpt or norms, in a 
way that allows planners both to establish guidelines II]r mental health service 
delivery, and 10 do so Jlexibly, in the light of various sources of in/(lt'Ination. These 
include cpidemiological approaches (in the model); a review or currellt supply (/l'om 
the ind icul ors 0 r current resources); a revicw 0 r current demand (Ii'om thl~ ind iCHtors 
xx 
of current service utilisation); and consultation (through the provincial workshops). It 
is argued that guidelines are esscntial in the post-apartheid era, particularly in the light 
of rasl racial inequities and il~justices. The thcsis prcsents less a set 0 [' rigid norms, 
than a methodology (br developing norms, and Lin planning mental health services in 
a coherent, rational and transparent manner. 
The problem of developing guidelines which arc I1cxiblc and can address the diversity 
of resource levels in current provincial service provision in South Africa is addressed 
by devdoping two sets of norms, eaeh calculated according to dillercnt 
methodologies: baseline norms (based on the current national service indicators, with 
thc goal of establishing national equity); and target norms (based on the estimation of 
service need from the model, with the goal 0 f meet iog mental health necds). 
Thc proposed bcd/population norms are 19 tntal beds per 100 000 population 
(including 13 acute, :3 medium-long stay and 3 community residential beds) at 
baseline level; and 5S total beds per 100 000 population (including 28 acute, 10 
medium-long stay and 20 community residential beds) at target leveL The proposed 
stal1lpopulation norms arc 20.7 total FTE stall' per 100 000 population at baseline 
level; and 35.2 total FTE staff per 1 DO 000 population at target level. The proposed 
statTIhed norm is 0.36 at baseline level and 0.56 at target level. The proposed 
staftJDPV norms are 0.32 at baseline level and 0.93 at target level. For stalT, 
according to one delinition of "community" and "'hospital", the proposcd baseline 
community/hospital norms are 25% li)r those provinces with low levels of community 
stalling, and 55% J()l' those provinces with high levels of community stat1ing. For 
this dclinition, the proposed target norm was 40%), implying that as a target, 40% of 
mental health staff should be bascd iII community settings in South Africa. The 
proposed community/hospital norms ()r patients arc 66% al baseline level and 92% at 
target level. This implies that al target level, 92°;') of patient contacts with mental 
health services should bc in the t()rm of outpatient contacts and only 8(Yo in the j()rm 
oChospital admissions. 
The proposed baseline bed occupancy norms are 83~() Jt)\' acute and mcdium-long stay 
facilities. The proposed target norms are 85%) I()r acute facilities and 95% Ii))' 
medium-long stay facilities. The proposcd admission rate norms are 150 (baselinc) 
XXI 
and 180 (target) annual admissions per 100 000 population. At baseline level, the 
proposed length or admission norms in days are: 14 (acute psychiatric hospitals), 14 
(acute psychiatric wards in general hospitals), 5 (acute gcneral wards in hospitals), 
and :; (acu1e wards in district hospitals). At target level, the proposed length or 
admission norms in days are: 19 (aeutc psychiatric hospitals), 180 (medium-long stay 
psychiatric hospitals), 19 (acute psychiatric wards in general hospitals), 8 (acute 
general wards in hospitals), and 5 (acute wards in district hospitals). At baseline 
level, the proposed readmission rate norms arc I YYo within 1 month, 35% within 6 
months, and 40% within I year. At target level, the proposed readmission rate norms 
are 10(% within I month, 25% within 6 months, and 30% within I year. The proposed 
delilUlt rate nonns are 1 I (j() (baseline) and 8% (target). 
In broad terms, the study recommends the redirecting or current mental health 
resources !l'om hospitai- to community-based carc and the developmcnt of greater 
equity in tbe distribution or resources and thc accessibility or serviccs. This ineludcs 
an increase in the number of acute psychiatric beds in gcneral hospitals; development 
or community-based medium-long stay care; redistribution of stall from hospital 10 
community services, particularly in rural areas; and thc development of inllmnation 
syslenls to monitor the transitions to community-based care. 
4. Manual 
liourihly, a practical lIser-ll'iendly planning manual was developed to provide 
guidelines I(Jr the planning of menIal health services by local and provincial mental 
health service planncrs and managers. The manual was developed in consultation 
with the national mental health directorate and provincial mental health coordinators. 
The llHmal and layout or the manual were considered by mental health coordinators 
and local rnanagers to be an important clement of the final product. By providing 
material in a way that was accessible and user-friendly, it was hoped that this would 
contribute to the usc and implementation of the norms in local service planning. To 
assist with this, the llIanual includes algorithms and sections where local planl1crs call 
cnter their own data, and then calculate their own local service targets. 
X Xli 
Contributions 
The major contributions of this study are that it provides new data on national and 
provincial mental health services in South Africa; it has developed a model fiJr 
estimating mental health service needs in South Africa; it has developed both a set of 
norms proposals, and a method {(H developing norms fin mental health services; it 
provides a set of plalUling tools which can be used at national, provincial and local 
levels; and it provides a comprehensive approach to planning services, using a 
consistent methodology and set of service assumptions throughout. 
Limitations 
The limitations of the study are that it does not include a range of mental health 
problems, including learning disabilities, substance misuse, less severe psychiatric 
conditions, and services specifically for children, adolescents and the elderly; it docs 
not include private sector services; it focuses on input and process indicators, to the 
exclusion of outcome indicators; there were methodological limitations to the 
questionnaire; data reported by provincial services was occasionally 0 r poor quality; 
analysis of the data locused on inter-provincial comparisons, and intra-provincial 
analysis was not possible; the conclusions of the model are dependent on the 
assumptions on which modelling is based; South African epidemiological data was 
not available tCH need assessment in the model; the consultation process during the 
study could have been more extensive; financial planning was not explicitly 
addressed; cultural issues were not directly considered; and attention needs to be paid 
to the context within which norms recommendations are made, including qualitative 
aspects. 
Areas for further researdl and service development 
In the light orthese limitations, the study makes several reconm1endations j(H areas of 
fiuiher research. These include the development of outcome indicators; reporting and 
analysis of intra-provincial data; development of costing methodologies in the model: 
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development or need assessment methodologies in the model; evaluation or the 
implementation or the norms proposals in this study; analysis or mental health service 
organisation within provincial health department administrations; the development of 
mental health inlormation systems; studies of the quality of care; expansion or the 
llorms methodology to groups excluded 11'0111 this study; the development of planning 
methodologies for health promotion and prevention of disorders; examination or 
private sedor provision; the development of outcome norms or service targets; and 
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Chapter 1. Introduction 
1.1 Context 
r 11 the aftermath of apartheid, South Africa has inherited a fragmented, under-
resourced and inequitable public sector mental health service (Foster, Freeman, & 
Pillay, 1997a). Mental health care has been heavily reliant on chronic cllstodial 
treatmcnt in large centralised institutions (Porteus, Sibeko, & Lee, 1(98). Those 
mental health resources which do exist tend to be concentrated in urban areas (Flisher, 
Riccitelli, .Jhetam, & Robertson, 1997) and f()llow patterns delineated by the racial 
scgregation and inequities of apartheid (Pillay & Lo\.~khat, 1997). 
1.1.1 South African mental health services: a brief history 
The current situation has clear historical roots. 'rhe perceived need to regulate and 
contain the "insane" was imporkd to South Arrica with colonialism, which made its 
distinctive contribution to the care or "lunatics" through the estublishment of asylums 
(Foster & SWat1Z, 1997b). The Cape Colony'S first asylllIll was established on 
Robben Island in 1846, and Jtlllowed by the construction of the Town Hill Asylum in 
Pietermaritzburg, the Fort England Mental Hospital in Grahamstown, the Valkenberg 
Lunatic Asylum in Cape Town and the Pretoria Lunatic Asylum (Makepeace, ] 969). 
By 1912 the Robhen Island asylum housed 500 patients. 'fhis pattern was seen in 
many colonial countries in Africa, Asia and South America, during the 191h century 
(Kilonzo & Simmons, 1998). As J)e~iarlais, Eisenberg, Good and Kleinman (1995) 
pul it, "a large mental hospital, along with a central bureaucracy, a national school 
system, and a police [()rce, was often the legacy of a retreating tide of colonialism" 
(p56). 
In South Africa, perhaps even more than other settings, mental health care has been 
pro{(JUndly racialised. Although racial categorisation was not a notable feature of the 
early years of the Robben Island asylum, by the l860s "lunatics" on the island were 
classified by race and gender, a trend which was sustained with the subsequent 
establishment of asylums (Foster et aI., 1 997h). The racialisation of mental health 
. d' h 20th care contmue· II1tO t e century. Racial attitudes have been shown to have 
int1uenced diagnostic practices at the Valkenberg asylum during the period 1891-1920 
(Swartz, 19(5). The Mental Disorders Ad of 1916 repealed all previous legislation. 
replaced the old language or "asylums" with new tenns ("mental institutions"). and 
distinguished "mental disorder" and "mental de1iciency". This legislation and the 
associated mental hygiene movemcnt continued to reinfi:Hce racial diilerences through 
ongoing segregation, as did research which attempted to prove ditlcrences between 
blacks and whites in areas of intelligence, temperament and "culture" (Greenlees, 
1902~ Laubscher, 1937; I lammond-Tooke, 1(75). The inherited social and habitual 
practices that defined race in all aspects of South AJi-ican society were f(Jrmalised in 
the legislation of racial segregation during the apartheid years of 1948-1994. This 
maintained abhorrent and inhumane practices in mental health facilities (Foster ct aI., 
1997b): 
('MakeshUt, undcr-resourced m:vlum.f(Jcililiesfor Macks were justified on 
the ?,round\' that they approximaled 'indigenous' I[{estyle and were 
Ihere/hre pre/erred hy black palients. In 1979, the Departmenl (~{ Health 
used 'cullural preference' as an argument to justify the failure to issue 
black patients wilh shoes" (p 1 J). 
These practices continued in spite or indictments 0 I' South African psychiatry by 
international organisations. In 1979 a delegation from the American Psychiatric 
Association (APA) visited South Africa and condemned inferior medical and 
psychiatric care {()f black people, pointing out the destructive impact of apartheid on 
the menIal health of black South Africans (American Psychiatric Association, 1979). 
'The destructive impact of apartheid on the mental health of the nation as a whole has 
been well documented in other researcb (Dawes & Donald, 1994) and in the findings 
of the Truth and Reconciliation Commission (Truth and Reconciliation Commission, 
20(0). 
Mental health service planning happened haphazardly under apartheid, according to 
an ideological framework (If" racial discrimination, institutionalisation, p<ltcrna/isrn 
and sOllie degree or privatisation (Freeman & Pillay. 19(7). The apartheid 
government did pruvide a range or services through, I'or example, the Departments or 
[lealth and Population Development, r~ducation. Manpower, I,aw and Ordec 
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Correctional Services and Defence. However, these services were not coordinated 
systematically, and communities and service users were seldom consulted. The 
emphasis was on institutionally based custodial care and containment, with a 
systematic racial segregation of service delivery. 
From the 1950s to the 1 990s, while deinstitutionalisation was progressmg m most 
western societies (Desjarlais, Eisenberg, Good, & Kleinman, 1995), South Africa 
made tentative piecemeal eHarts to develop community-based care. In 1969, 
Department of Health policy initiated moves to develop community serVlces 111 
addition to hospital care (Freeman et aI, 1997). In certain areas, innovations led to 
the development of community care. For example, in the former Orange Free State, 
local clinicians and planners reduced institutional and tertiary hospital bed numbers 
by 90% between J 985 and 1994, increasing community care through the development 
o~' clinic services (Freeman, Lee, & Vivian, 1994). However, in most of South A trica, 
institutions have remained the central locus of mental health care, and have consumed 
the vast majority of mental health care resources (Ensink, Leger, & Robertson, 1997). 
In the final years of apartheid, attempts were made to develop more responsive and 
appropriate services. For example., in 1991, the Department of Health and Population 
Development produced a document entitled "The Organisation of Mental H.ealth 
Services in the Republic of South Africa", which proposed a shift away from curative, 
hospital-based care (Department of National Health and Population Development, 
1<)91). A new model of service delivery was proposed, in which 70-80% of care 
would be delivered at primary care level, and a fU11her 10-20% at secondary level 
These policy shifts were never implemented at a service level under the apartheid 
government. 
A report by a task team appointed to investigate human rights violations and alleged 
malpractice in psychiatric institutions in 1995 concluded that there was a lack of 
parity in the standard of care in psychiatric institutions. The standard of care ill 
formerly black institutions was found to be below that in formerly white institutions. 
The report recommended a review of all existing agreements with private 
organisations providing psychiatric inpatient care (Pretorius, de Miranda, & Freeman, 
\996). 
With this legacy, provincial mental health servIces have encountered numerous 
infrastructural difficulties Sll1ce the new African National Congress (ANC) 
government was elected in \994. Under the new constitution, provincial authorities 
are given responsibility for the provision of mental health services. New provincial 
health services are faced with having to integrate services previously divided into 
homelands and so-called "independent states" under apal1heid. The delineation of 
new provincial boundaries has also drawn attention to the neglect of rural areas. For 
example, mental health inpatient resources were concentrated in institutions in urban 
areas, such as Gauteng and the Western Cape, and patients were referred from 
surrounding areas (l.ee & Zwi, 1(97) There is now significant cross-border flow of 
patients referred from under-resourced rural provinces to predominantly urban 
provinces, and a need to develop appropriate local services within the newly defined 
provincial boundaries (Foster et ai., I997a). 
The Truth and Reconciliation Commission (TRC) brought to light health services' 
numerous acts of commission and omission during the apartheid years (Truth and 
Reconciliation Commission, 2000). These include the tailUle or health services, 
specifically the Medical Association of South Africa (MASA), to condemn the torture 
and killing of political prisoners, like Steve Biko. For these acts, MASA has offered 
formal apologies. The South African Society of Psychiatrists has not formally 
apologised, but acknowledged in a written submission to the TRC that opposition by 
the Society to apartheid practices was only elicited after the application of external 
pressures (Stein, \998). 
Some mental health professionals were vocal in criticising apartheid and the gross 
violations of human rights that took place (Foster, Davis, & Sandler, 1987) 
Organisations such as the Organisation for Appropriate Social Services in South 
Africa (OASSSA) made attempts to organise mental health and other social service 
workers to take a stand against apartheid (Flisher, Skinner, Lazarus, & Louw, 1993) 
HO\\lever, in the words of one commentator, "such criticism was likely too little and 
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too late" (Stein, 1995, p457). [11 many senses mental health services have reflected 
the injustices and discrimination of the society in which they have been emhedded. 
1.1.2 Global burden of mental disorders 
Although apartheid has left its distinctive mark on mental health care in South Aii-ica, 
many of the mental health problems and patterns of mental health care are generally 
observable in developing countries. Usually situated within general health care, 
mental health is freq lIently a neglected aspect of health care in countries throughout 
Africa, Asia, South America and the Pacitic (Desjarlais et aI., 1995). 
This is in spite of estimations that mental disorders contributed to 10.5% of the global 
burden 0[' disease in 1990, and predictions that this will rise to 14.7% hy the year 
2020 (Murray & Lopez, 1996). Of the ten leading global causes of disability, five arc 
currently due to mental disorders, namely major depression, psychoses, epilepsy, 
alcohol dependence and the dementias (Murray, Lopez, & Jamison, 1994). 
Approximately 340 million people worldwide suffer trom unipolar or bipolar 
depression, and 33 of the 45 million people with schizophrenia in the world live in 
developing countries (Weismann et aI., 1999). In addition, 34% of all disability is due 
to behaviour-related problems, such as violence, diarrhoeal diseases, malnutrition, 
tuberculosis, sexua!ly transmitted diseases, and motor vehicle and other accidental 
injuries (World Bank, J 993). In many countries, including South Africa, people who 
suBer from mental health prohlems arc often stigmatised and marginalized within 
their own communities (De~iarlais c1 aI., 1995; Pillay eL aI., 1997). The World Health 
Organization (WHO) has recognised the growing importance of mental health, 
{()cusing World Health Day and its annual World 1 Icalth Report on mental health in 
2001 (WI 10, 2001 c). 
Yet national ministries in developing countries and international aid agencIes have 
been relatively indillerenl to mental health issues (Desjarlais et aI., 19(5). As a result, 
allocations of fimding to mental health from within national health budgets are 
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health expenditure in selected countries 
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6.5 1 (j.g 
5.6 7.8 
United Kingdom 5.8 12.4 
{J nited States 11.7 10.0 
S'ource: (Knapp & McDaid, 2(00). Cited with permission of the tirst author. 
i':stimates are that 2.5% of total health expenditure and 4.2% of hospital expcnditure 
is dedicated to mental health in South Africa (Department or National Health, 1996 L 
These limited funds arc allocated in dirlercnt ways at provincial level, where 
provincial health departments have autonomy over the distrihution and expenditure or 
health budgets. 
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In the context of these financial constraints, careful planning of scarce resources is 
required. Recent literature has attempted to show that not only material poverty but 
also "service-delivery poverty" (such as inadequate resources, poor organisation, lack 
or comprehensiveness and inadequate community integration) has been associated 
with negative outcome of mental health problems, particularly schizophrenia 
(Saraceno & Barbui, L 997). The organisation of health systems and service delivery 
are therefore crucial to improving outcomes tor people who sutTer from mental health 
problems. 
With an historical legacy of weak planning and fragmented services under apartheid, 
there is a need to reform the planning and delivery of mental health care in South 
Africa The WHO has emphasised the need lor a systematic, rational and transparent 
approach to planning services and allocating scarce resources, based on equity and the 
mental health needs of communities (WHO, 200 I c) The WHO has also emphasised 
the role of governments in taking responsibilil y and acting as "stewards" of the 
mental health of their populations (WHO, 20(0) Effective, comprehensive, 
community-based mental health programmes are feasible in developing countries, as 
shown in numerous examples (Kilonzo et aI., 1998; Sharma, Murthy, Kumar, 
Agarwal, & Wilkinson, 1998; WHO, 200 [c). This is so in spite of greater 
decentralization and pressures on public sector health systems associated with 
globalisation and the liberalization of markets (WHO, 1998). 
With a history of inadequate services m South Africa, evidence of the burden of 
mental health problems, and the potential for effective interventions, there is an urgent 
need for government to take responsibility for developing mental health care, and to 
assist with the reform of mental health service planning and delivery. 
1.1.3 Mental health selvice reform in South Africa 
In the post-apaltheid era, attempts are being made to reform mental health services, in 
keeping with new health policy. The vision for a new mental health service has been 
articulated in the "White paper for the transt<mnation of the health system in South 
Afl-ica", which states (Department of Health, 1997): 
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"A comprehensive al1d community-based menial health service should he 
plant/ed and coordinated at the l1ational, provincial, district and 
community levels, and integrated with other health services" (p 136). 
This new policy is in keeping with recommendations from the WHO which, since the 
declaration of Alma Ata has encouraged the integration of mental health care into 
primary care (WHO, 1(78) and the development of community-based mental health 
care (WHO, 1984; WHO, L996b). 
In 1997, in order to assist with the reform, the Directorate: Mental Health and 
Substance Abuse of the national Department of Health commissioned a study to 
develop norms and standards for mental health care in South Africa (Tender: GES 
I05jC)6-97) (Ensink & Lee, 1(97). The study offered the opportunity to 
systematically review national public sector mental health resources, focusing on the 
needs of people with severe psychiatric conditions (SPC). This was the first time that 
a thorough national survey of public mental health services in South Africa had been 
conducted. Until this time there was only limited data available on the national 
distribution of mental health resources such as statling and beds. There was no 
national information on the utilisation of mental health services such as admission 
rates, bed occupancy, length of admission and readmission rates. In addition to 
reviewing current resources, the study set out to consult widely with all stakeholders 
in mental health, with a view to developing acceptable service norms and standards. 
Ln a time of rapid social and political transformation, a set of guidelines or norms 
were thought to be necessary to assist in the development of an appropriate, 
community-based mental health service. 
The Norms and Standards project was consequently undertaken in November 1997, in 
the hope of realising these benefits (Flisher et al., 1998). My own involvement was to 
take responsibility for the "norms" aspect of the project, which was distinguished 
from the "standards" aspect. Whereas the norms referred to recommended measures 
of service resources and service utilisation, standards referred to measures of the 
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quality of mental health care. (This distinction is discussed in more detail in chapter 
3) 
The norms aspect began with a thorough review of the international literature on 
norms and mental health service delivery A questionnaire was then distributed to 
provincial mental health service coordinators, requesting information on several 
aspects of current mental health service provision. The questionnaire provided the 
data necessary to report on 9 major service indicators. The 9 indicators were 
specified by the terms of the Department of Health tender (Ensink & Lee, 1997). The 
questionnaire was followed up with visits to each province, conducted by Lauren 
Muller (who took responsibility for the standards aspect of the study) and myself 
During the provincial visilS, we conducted workshops and consulted with mental 
health coordinators, service managers, clinicians, academics and other stakeholders., 
on the methodology for developing national mental health service norms and the 
content of the norms proposals. 
A model was subsequently developed for estimating the need for mental health 
services and subsequent resource requirements in the South African population. 
Nurms were then recommended on the basis of data from the service indicators, 
recommendations of provincial coordinators, the model and the literature review. 
Following the submission of the Norms and Standards report in July, 1998, the 
Directorate: Mental Health and Substance Abuse requested the development of a lIser-
friendly "Norms Manual" for the implementation of the proposed service norms. The 
manual was completed in February 1999. 
Since the completion of the Norms and Standards project, the World Health 
Organisation (WHO) requested the assistance of Professor Alan J. Flisher and myself 
in the collaborative development of an evidence-based guidance package for mental 
health policy and service delivery. This required a fresh review of the international 
literature and flJJ1her development of methodologies for modelling and estimating 
mental health service resources. As Hir as this thesis is concerned, the WHO work has 
provided a more global perspective on mental health service planning in developing 
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countries, and has highlighted a range of tinancial and policy considerations which 
need to be kept in view when developing mental health service norms. 
This thesis is the outcome of these projects. 
1.2 Objectives 
The thesis has four main objectives: 
o To conduct a situation analysis of current mental health services In public 
sector mental health care in South Africa using 9 service indicators: 
• bed/population ratios, 
• stalf/population ratios, 
• statT/patient ratios, 
• community/hospital ratios, 
• bed occupancy rates, 
• admission rates., 
• length of admi ssion, 
• readmission rates and 
• default rates 
o To develop a model for estimating mental health service needs for people with 
severe psychiatric conditions (SPC) in an average South African population. 
o To f()fJnulate a set of service norms for the mental healLh care of people with 
SPC, based on the indicators used in the situation analysis, estimations of 
service need from the model, and the recommendations of key provincial 
stakeholders. 
o To develop a user-friendly planning manual for the implementation of mental 
health service norms at provincial and district level. 
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1.3 Chapter outline 
To attain these objectives, the chapters of this thesis are arranged as follows 
Chapter 2 reviews the literature relevant to each of the four objectives. Research 
conducted during the last 15 years in peer review journals is n~pOIted systematically 
for international settings as well as South Africa. 
Chapler 3 describes the methodology employed to report mental health servIce 
indicators, develop a model for estimating resource needs, recommend mental health 
service norms and produce a manual for local planning. 
Chapter 4 reports on the results of the research, including current levels of mental 
health service provision, the recommendations of the model, and the norms proposed 
for each service indicator. 
Chapter 5 provides a discussion of the methodology, results, contributions and 
limitations of the research, as well as areas Ihr further study and service development 
The norms manual is set out in Appendix F. The Appendices also include a 
spreadsheet of the model for estimating mental health service needs. Because the 
model allows for flexibility through the adjustment of certain variables in the 
calculation of local mental health service needs, a version of the spreadsheet on disc 
accompanies this thesis. 
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Chapter 2. Literature Review 
2.1 Introduction 
This chapter reviews the research literature relevant to the development of mental 
heaHh service norms in South Africa. In general terms, the review introduces the 
reader to the subject of norms and its place in the tield of mental health service 
planning and delivery. In addition to this general introduction, the purpose of this 
chapter is to provide a systematic review of the relevant research literature. 
"In a systematic literature review evidence from scientific studies is 
located, evaluated and synthesised /Ising a strict sCienttjic design lvhieh 
I11l1sl itse(f he reported in the review. lhe aim is to ensure a review whieh 
is comprehensive, unhiased and may he IIsed l·pith confidence jiJl' dedsion-
making ahout research and delivery (if healtheare" (Her/y, 2002, pi). 
A systematic review is necessary to ensure that the current study does not either 
repeat research which has already been conducted, or present findings which are of no 
relevance to the existing body of knowledge. A systematic literature review therefore 
highlights certain gaps in the current knowledge base and indicates the need for the 
current study. As summarised elsewhere, a systematic literature review reduces the 
quantity of data; allows for the planning of research, service purchasing and 
guidelines; makes etTicient use of existing data; ensures generalisability; checks 
consistency; explains inconsistency; quantifies data with the aid of meta-analysis; 
improves precision and reduces bias (Mulrow, 1994). 
The following methods have been used to locate literature lur this thesis: 
I. searching the IVIEDLINE, PUBMED and PSYCHlNFO data bases; 
2. hand searching 1 all issues of the t()lIowingjournals in the past 15 years: 
o Acta Psychiatrica Scandinavica; 
o American Journal of Psychiatry; 
o British Journal of Psychiatry; 
I Thc usdulncss of both MEDLlNE and hand searches has bcen dcmonstralcd (Adams, POWCL 
Frcderick. & Lcfebvrc. 1')<)4). 
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o Psychiatric Services (previously []ospital and Community Psychiatry); 
and 
o Psychological Medicinc; 
3. scanning the reference lists in articles already located; and 
4. suggestions fi'om colleagues. 
The systematic literature search was contined to publications in peer review journals. 
Where unpublished work, such as conference proceedings and unpublished reports 
wcre encountered, these have been included. 
2.1.1 Chapter outline 
The literature review in this chapter will commence with discussion or service 
indicators in mental health care. Service indicators are taken as a starting p()int fi.Jr 
two reasons. Firstly, they are widely used in the literature as a measure of service 
resources, provision, utilisation and outcome (WHO, 1984; Andrews, 1991; Wl fO, 
I 996b; ThornicroH & TanseHa, 1(99). They lherefcHe provide a useful illlrodudion 
to thc current realities in mcntal health service provision, both internationally and in 
South Afi·ica. Secondly, the reporting or service indicators Jays a ftmndation t(H the 
development of norms. In this thesis, norms are conceptualised as recommending 
levels ttH a gIven sct of inuicators. Whereas indicators are conceptualised as 
providing measures or existing service lunctioning, nOl'ms recommend the way in 
which a service should function, using the same "currency" or service measures (sec 
Definitions, Sections 2.2.1 and 2.4.1). The f(Hmdation of norms in measures of 
existing service realities (via indicators) is 1I11derstood t.o be an essential component of 
1 his study. A review of service indicators (including the rationale for their use, 
methods of calculation and factors which inl1uence indicator levels) is therel(He 
necessary thr the subsequent development of norms. 
The chapter will f()clls 011 I1mc servIce indicators whicll will in turn he lIsed to 
generate service norms: bcd/population ratios, staff/popUlation ratios, stan/patient 
rat ios, community/hospital ratios, bed occupancy rates, admission rates, average 
length 0 t' stay, readmission rates and default rates. T'he rationale filr the sdection of 
these indicators will be provided in discussion of eaeh indicator. 
13 
Following discussion or indicators, this chapter will review the literature relevant to 
the development of a modcl it)!' estimating mental health service needs in a local 
South African popUlation. The model provides a 1001 lor the calculntioll or service 
norms, based on an estimation of the mental health service needs of a population. 
In the tinal section 0 r Lhts chapter, a revIew will he provided of the literature that 
specifically reports mental health service norms. Norms will be reviewed fill' each or 
thl..' nine service indicators. 
Research lindings relevant to this study are subdivided into consideration or the 
literature in developed countries, developing countries (excluding South Africa) and 
South Africa. This geographical delineation is necessary in spite of (;oneerns tllat the 
terms "developed" and "developing" an~ pejori.!.live (Grecn, 1999). As Green (1999) 
notes, these terms arc useful because they reflect the resource constraints of 
developing countries. 1n the Held of mental health specifically, it has been shown that 
diflcrcllcl's in levels of economic development impact on mental health resources and 
access to those resources (Dcsjarlais e1 aL 1995). 
lnclus.ion of the literature in both developed and developing COLllltries is necessary fbI' 
three reasons. Firstly, while much 0 f the research in the area 0 r mental health service 
planning has lx~en conducted in developed countries, research conducted in 
developing countries is essential to develop an understanding of rncntal health service 
planning in the context of resource constraints similar to those in South Africa. 
Secondly, it is important to provide an account ofthe variety of approaches that have 
been developed to mental hcalth service planning and resource allocation, and the 
range of resource levels currently available. Thirdly, idiosyncrasies specilic to South 
Africa make this broad review necessary. With its history of colonialism and the 
economic and political privileges bestowed on the minority white population by 
apartht..~id, SOllth Alrica displays elements of the services in both developed and 
developing countrics. While the politicul reality or apartheid is now banished ITom 
South Alhcnn legislation, realities or economic inequality persist. This has led to the 
curren! situation in which, Ihr some people, standards of living approximate standards 
of living 111 wealthy or developed nations, while (onen within a short geographical 
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distance) the majority of South Africans continue to live In conditions of poverty 





Service indicators are widely used in the mental health serv]ce planning literature 
(WHO, 1984; Jenkins, 1990; Andrews, 1991; WHO, 1996b). They have been 
variously defined as "variables that indicate or show a given situation, and thus can be 
llsed to measure change" (Green, 1999, pI 19), and "indirect assessments (or 
reasonable proxies) that summarise ini()rmation relevant to a particular phenomenon" 
(Thornicroft et ai., 1999, p65). 
Green (1999) identifies two lypes of indicators. (1) "Shorthand" indicators provide 
summaries of ini(xmalion that would he too costly to measure in detail. For example, 
the use of the number of community health workers per head of population can be 
seen as an indicator or general health servicc availability. (2) "Proxy" indicators 
measure something that is inherently unmeasurable. For ex~mlple, the gross national 
product (GNP) per capita has been used as a proxy indicator of development. 
In this thesis, indicators are defined as measures that summarise inf()rmation relevant 
to mental health service provision. All the indicators developed in this study are used, 
in Green's terms, as shorthand measures, which summarise measurable inti:.mnation. 
In their more com111on use, there is always the danger that 1I form of semiotic 
elasticity stretches the usc of indicators, and they develop a "proxy" Jimctiol1. For 
example, bcd/population ratios are occasionally taken as indicators of the general 
"level", and even quality, of inpatient service provision, rather than simply indicators 
of the numbers of heds available to serve a given population. As far as possible, this 
study attempts to restrict the lise of indicators to their descriptive function. 
Indicators C~H1 be located within the temporal and geographical dimensions 0(" mental 
health service delivery. Thornicrofl and Tansella (J 999) have developed a "mental 
health matrix", which builds on previous distinctions between inputs, process and 
15 
outcomes (Jenkins, 1990), to include hoth a geographical and temporal dimension 
(Figure 2.1). 
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In this scheme, inputs reler to the resources invested in a system; process to the way 
in which service items arc delivered, including the service items themselves; and 
outcomes to lhe changes in functioning, morbidity and mortality among those to 
whom the service is delivered (Thornicroil et aI., ] 9(9). 
In terms of this typology, this thesis is concerned mainly with input and process 
indicators, located at country and local level (cells 1 A, 113, 2A and 2B in Figure 2.1 ). 
There is currently an emphasis in general hea 11h and mental health service literature 
on the development of outcome indicators (cells 1 C, 2C and 3C) (Jenkins, 1990; 
Abedian, Strachan, & Ajam, 1998; Holcomb, Beitman, Hemme, Josylin, & 
Prindiville, ] 998; Ruggeri, Biggeri, Rucci, & Tansella, 1998; Tansel1a & ThornicroH, 
20(1). However, the development of input and process indicators in current South 
Atl-ican mental health services is impOliant t<)J" several reasons. 
1. At this point in the historical development of mental health services in post-
apartheid South Africa, with the planned refhrm and eonsolidation or 
inadequate and fragmented services, it is important to conduct a national 
review of existing service resources (inputs) and utilisation (process). Until 
now this in1<mnatioll has not been available. The history of inequitably 
distributed resources under aparlheid makes a clear analysis or present 
resource distribution essential. 
2. This data is particularly important in the context of plans to downscale large 
institutions and develop community-based mental health care (Department of 
Health, 1997). A survey of resources (inputs) would provide an indication of 
the current distribution of resources between hospital and community-based 
care. 'rhis could be repeated in future. to assess the progress of planned 
deinstit u tin nalisatio 11. 
3. The use of outcome indicators in international settings has frequently taken 
place with sound knowledge of available resources and relatively well 
developed input indicators (Jenkins, 19(0). As mentioned, until this time 
IS 
there has been no systematic national data that report input and process 
indicators for mental health services in South Africa. 
4. The emphasis on input and process indicators in this study does not exclude 
the possibility of future outcome studies, and may be seen as a stepping stone 
to fhture studies of oULcome indicators. This study highlights the gaps in 
current inf(mnation (particularly mental health outcomes), and draws attention 
to those areas of current mental health services that most urgently require 
limhcr study and dcvelopment. 
I n the fbllowing section, nine service indicators are discussed independently. It needs 
to hl~ emphasised that these indicators relate in complex ways, and cannot be 
considered in isolation from each or from other variables. For exmnple, the rates of 
bed occupancy (the degree to which available heds are occupied) m1d admission rates 
(the number of admissions over a given pcriod of time) are ini()rmed hy other 
indicators, including bed/population ratios (the number of available heds), 
staflfpatient ratios (the number or staff available to care for patients who occupy the 
beds), lengths of stay (the time period during which patients require care in inpatient 
settings), and readmission rates (the rate at which patients are readmitted to a facility). 
In figure 2.2 an illustration is provided of the process that service users undergo in 
1 heir contact with mental health services. Beginning in the community, service users 
may attend a local clinic. Indicators of the rate at which they attend (Daily patient 
visits (DPV)) and the stalT availahle at the clinic (staff/population ratios and 
sta1li'DPV ratios) provide measures of service utilisation and resources at this facility. 
From the clinic, the user may be otlered fLlrther appointments. The default rate 
provides an indicator of whether that otler is taken up and of the utilisation of 
available sta1T time. Alternatively, the llser may be admitted to hospital, either as a 
clinic referral or via direct emergency admission (measured by an indicator of the 
admission rate). During the period of the user's admission, the availahle beds 
(bcd/population ratio, bed occupancy), availahle stalf (stai1lpopulation and staftlbed 
ratios) and the length of stay are useful indicators of the resources and utilisation or 
the hospital service. Following their admission, the service user will be discharged to 
tbe community or to Jllrther community ambulatory service (clinic) appointments. 
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'l'he readmission rate is a USe1l11 measure of the rate at which serVlce users are 
readmitted to hospitals, possihly indicating the unavailability of community support 
services, or the premature discharge 0 r the service user. The indicators which are 
lIsed to measure service resources and utilisation in this study are thus illustrated to be 
essentially interdependent. 
Furthermore, the information provided hy these indicators needs to be supplemented 
by other considerations in order to thoroughly assess a mental health service. These 
considerations include information on outcomes t()f service users (Tansella ct aI., 
2(01), standards or quality of care (WHO, 1994; WHO, 1997), level of stall' 
experience and expertise (Sacks, 1992), practice guidelines (sometimes referred to as 
clinical guidelines) (WHO, 1993a), clinical policy, and the facilities available within 
the inpatient or outpatient setting. In addition it is likely that indicators of service 
resources and utilisation will change over time as services develop or decline. As 
some researchers have argued, it is essential that planners adopt a longitudinal 
perspective in order to fully understand trends in service utilisation (Butwell, 
Jamieson, Leese, & 'raylor, 20(0). These considerations should be h:pt in view when 
comparing indicators across dillcrent mental health systems, and in assessing the 
generalisability of particular indicators at different historical points. 
With the context of service indicators and their essential interdependence in view, this 
review now turns specifically to a consideration 0 f each service indicator. 
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Figure 2.2 Service flow diagram, illustrating the inrerdependence of service indicators 






























2.2.2 Bed/population ratios 
I n a recent commentary, Ge Her (I (97) notes that in spite 0 I' advances in the 
rehabilitation of chronically mcntally ill patients in the community, the measures of 
service delivery in psychiatric care remain primitive: "we still count beds" (Geller, 
1997, p 1233). Geller's comment rings true in spite of the efforts of planners and 
clinicians. Although more sophisticated indicators have been developed (Jenkins, 
1990: Parry, 1994; Tansella et aI., 2(01), the number of beds per unit of population 
remains a llseful indicator or the resources available fix inpatient mental health care in 
a given catchment area. It is a measure widely used in the planning and service 
literature, and one that is relatively consistently reported (which is unusual in a fi.eld 
with multiple uncontrolled variables). It is also relat ively easy to calculate, requiring 
only ligures I(Jr available psychiatric beds and the population of the catchment area 
that the t~lcility serves. 
2.2.2.1 Critique of bcd/population ratios 
Despite the above comments, this measure is complex, and cannot stand alone 
as a mental health care indicator. Several fildors evoke caution in the use and 
generalisability of bed/population ratios. 
w Numbers of beds need to be considered in relation to the level 0(' 
sophistication of the community services adjacent to which inpatient 
I~leilities are located. Several studies describe inpatient services which 
are supplemented by an extensive network of psychiatric outpatient 
care through general practitioners, psychiatrists and psychiatric nurses 
as well as social and complementary services delivered by hoth health 
and welnlre systems (Rossler, LomeI', Fatkenheuer, & Riecher-
Rossler, 1992; LeHiot & Wing, 1994; Vogel & Huguelct, 19(7). In 
Geneva, for example, the psychiatric health system is characterised by 
a highly developed ambulatory system of care with multipk 
approaches (psychodynamic therapy, rehabilitation, family therapy and 
somatic treatment) (Vogel et aI., 1(97). The aim or-these systems is to 
assist patients to live in the community. As one recent sludy has 
shown, opening more heds is not necessarily an answer to easing 
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pressure on services (Lee & Bradley, 2000). Bed/population ratios that 
are reported without an understanding of the context within which beds 
exist, do not accurately renect the nature of the mental health care that 
is provided. 
u In the post-deinstitutionalisation era, numbers of residential placements 
do not necessarily reflect numbers of psychiatric hospital beds. I n the 
USA, for example, it is difficult to find meaningful comparisons f()r 
bcd/population ratios when patients with severe mental illness arc 
housed in a range of residential lacilities. [n a national survey in the 
USA, with a sample consisting of 1500 agencies serving 59 000 
individuals with psychiatric disabilities in 16 000 residential settings, 
residential settings included group homes (23%), supervised 
apartments (21 %), board-and-care homes (10%), supportive housing 
(9%) and halfway houses (9%,) (Randolph, Ridgway, & Carling, 199]). 
Bcd/population ratios therei()re derive meaning from the kind of 
facility in which the beds arc located. 
u Even within hospital settings, the diflerence between beds located in 
psychiatric im;titutions and those located in decentralised general 
hospitals is important. For example, in South America, mental health 
service retimn during the 1980s and 1990s led to the reduction in bed 
numbers in psychiatric institutions and the development of psychiatric 
inpatient units in general hospitals, the latter increasing hy 50-75% 
(Larrobla & Botega, 200 I). Whereas beds in psychiatric institutions 
have been associated with long tenn custodial carc, beds in general 
hospitals tend to be associated with acute care that is integrated into 
general health care and the wider society. It is theref(uc important that 
when bed/population ratios are reported, they are reported according to 
the nature of the hospital t~tcility within which they exist. 
Hatiler provides a useful statement 011 Ihe complexity and yet the viability of 
reporting bcd/population ratios /i)r specified catchment areas or popUlations 
(ITa/ncr, 1987): 
23 
''The estimates (?f p.~ychiatric hed needs, no malter how many 
relevant factors they take into account, have a hi~her degree of 
uncertainty when the catchment areas concerned are not so 
clearly definahle 10 allow a care/ill ana(vsis (~r the need'i and a 
monitoring qf changes. 1t thereji)f'(: seems necessa;:v to plan the 
services at a more glohal level, for example to work out a 
nationwide scenario, and to design the service systems .flexihle 
ellough to make a(4j1tstme17ts to altered mndilions possihle" 
(p124). 
The review or blXi/population ratios IS therdbrc undertaken with the 
cautionary notc that bcd/population ratios provide only a partial view of 
mental health care, and should be interpreted in the context 0 f the environment 
in which care is delivered. 
By way or introduction, to provide a global perspective on psychiatric bed 
distribution, the WIIO has reported total psychiatric beds per 100 000 
pOpli lation in the Atlas survey of mental health resources in the world, by each 
of the six WHO regions (WHO, 2001a) (Figure 2.3). The low bed numbers in 
Africa are eclipsed only by South East Asia, and provide an indication of the 
deficits in African psychiatric bed numbers, relntivc to Furope and the 
Americas. 
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Figure _2._3 __ I\vchiatric beds per 100 ()()O po~ulalion, by WHO region 
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Source: (WHO, 200 I a) 
2.2.2.2 Bed/popu lation ratios in d(~velopcd coun tries 
Developed cOllntries are characterised by relatively well-developed mental 
health resources and a history of relatively wcfl-developed psychiatric care, 
both of which are notably absent in developing countries (Freeman et aI., 
1994). 
In the disclission that tallows, total bed/population ratios will be reported first, 
J()llowcd by bcd/population ratios t()J' acute and medium-long stay facilil ies. 
2.2.2.2. ] Total pSYl~hiatric bcd/population ratios 
'rotal psychiatric bcd/population ratios provide a broad indicator of the 
resources available nx psychiatric inpatient care and a llscfill means 0" 
comparing di1Tcrent mental health systems, in spite of the limitations 
noted above. Table 2.1 provides a summary of recent studies that 
report this inf(mnation, The table illustra1cs Lhat there is considerable 
variability between countries in total bed/poplilation ratios (ii'om 20 to 
252 per 100 000 population). Among othertactors, this reflects 
varying policies regarding clinical practice and acceptable bed 
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numbers. At one end of the spectrum, Italy's legislated emphasis Oil 
community-based care has led to a situation or Jew bed numbers 
(FioriUi, Lo Russo, & Mclega, 1997), whereas Japan's continued 
emphasis on institulionally based care sustains relatively large bed 
numbers (Inoue, 1998; Shinfuku, 19(8). 
2,} Total bed population ratios per} 00000 populution in 
Location Data source Population Ratio 
Hospital Total 
(Holmberg, 1988) Sweden data. 1982 8600 000 220 * 120 
& Non-Veterans NII\1H Survey, 1983 Total * * 82 
1990) Affairs facilities, population* 
USA 
et at. Affairs NlIvtH Survey, 1983 Total veteran * * 72 
facilities, USA 
State Psychiatric Hospital 250000000 41 '" 41 
data 
(Koizumi & Harris, Japan Hospital July National 252 * 
1992) population* 
(Rossler et aI., 1992) Baden-\Vurttemberg, utilisation data 850000 * '" 70 
Germany 
( Australian Australia National Health Strategy dam ] 7 000 000 '" 4") '"-
Department of Human 
Services and Health, 
1995) 
* Number not provided 
2.1 J Olal bedpoputation per 100 000 population del'eloped coumries (cont 
Study Location Data source Population Ratio 
Hospital l'ion- Total 
(Kates, 1994) 150 
(appro x) 
(LeIliot et aI., ] 994) England UK Health Service 12 372 000 45 
et ai.. 1994) Wales UK Health Service Indicators 1 189000 56 131 
et aL 1994) Scotland Service Indicators 000 79 118 
(Lelliot et al.. 1994) Ireland UK Health Service Indicators 1 245000 140 13 153 
(Fioritti et aL 1997) Emilia-Rornagna, Service records 4000 000 20 * 
Italy (approx) 
et at. 1997) Geneva. Hospital records 380000 91.3 * 91.3 
Switzerland 
* Nmnber not 
28 
The bed/population ratios reported in 'rable 2.1 need to be understood 
in their historical context. Since the ] 9508, the hroad trend 111 
developing countries has been a uecline in bed/population ratios, m 
keeping with deinstitutionalisation and the development of comrnunity-
hased mental health care (Thornicron et aI., 1999; GeHer, 2000), This 
process has heen driven by innovations in pharmacotherapy, improved 
outcomes to psychosocial interventions and changing public 
perceptions of the fights and needs of" people with mental disorders, 
For example, in tht.~ USA bed numbers have been reduceu by 
approximately 90(Y!1 since deinstitutionalisation began, from 339 to 29 
occupied state psychiatric hospital beds per 100 000 population (Lamb, 
1998). In Australia there was a tenfold decrease il"om 310 to 30 
psychiatric hospital beds per 100 000 over the same period (Currier, 
2000). Similar trends are evident in Europe (Currier, 2000). Finland 
has seen one of the most rapid deinstitutionalisation movements, with 
the usc of psychiatric beds being reduced by one third fi'om 1980 to 
1998 (Salokangas & Saarinen, 1(98), or note is the exception of 
Japan (see Table 2.1), where psychiatric bed numbcrs actually 
increased between 1960 and 1993, although some studies report that 
conmmnity-hascd care has been developed (Inoue, 1998; Shinfilku, 
19(8), 
I n most developed countries. attempts have been made 10 develop 
community services as bed numbers have been reduced (Thnrnicrofl: ct 
aI., 19(9). In some settings community-based care is relatively well 
rcsourced. For example, in Emilia-Romagna, italy, the substantial 
reduction in hed muubcrs l()Ilowing the introduction of psychiatric 
service rel()fms in 1978 was accompanied by considerable growth in 
community services. By 1994, in the region of 4 million people. the 
community services included: J 45 community mental health centres, 
48 day treatment or rehabilitation centres, 12 general hospital 
psychiatric wards, 3 university psychiatric clinics, 24 sianed hostels, 
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and 123 supervised apartments, not to mention 7 private psychiatric 
clinics (Fioritti cl aL 1997). 
Ilowevcr, there has been concern in some developed countries that bed 
reductions have proceeded in advancc of community-based service 
developments, leaving both hospital and community services under-
resourced. For example, in London, a King's Trust review or mental 
health services has t()Und that there arc now too lew heds 10 admit 
patients, and too few community residential places to which inpatients 
can be discharged (Goldberg, 2000), Similarly, a study or acute 
psychiatric care in the UK has shown that many acute psychiatric beds 
are unavailable hecause they are occupied by patients who are no 
longer acutely ill hUI cannot be discharged because other cornmunity-
based services are not available (Moore & Wolf, 1999). In Germany, 
Austria, Switzerland and Luxemburg, while psychiatric bed numhers 
have been reduced, there have been political and tinancial constraints 
on these reductions and on the development or appropriate care in 
general hospital (Ul(i community settings, according to some authors 
(Haug & Rossler, 1999). 
Acutc bcd/population ratios 
The distinction between acute and medium-long stay psychiatric beds 
rdlects a trend which has emerged in the dcinstitutionalisation era 
towards the treatment of patients lor increasingly short periods or time 
in inpatient settings (Lelliot et aI., 19(4). While the conceptualisation 
of acute psychiatric lacilities varies considerably across diflercnt 
mental health systems, there appears to be some consensus that these 
facilities are designed tor the brief management of patients in an acule 
slate or crisis. These patients arc SUbsequently: (a) discharged into the 
community with a planned f(Jl1ow-up programme, or (b) in exceptional 
circumstances, transferred to a more long term inpatient facility (Surles 







Department 0 r 
[n this context, there is considerable variety in terms of the perceived 
need for beds Crable 2.2). Freeman ct at (1994) concede that there is 
no "correct" recipe fiJr calculating reasonable hospital or supervised 
residential bed ratios. There is a greater degree or consensus in the 
ratios provided in the British studies (Lelliot et al., 1994; Lelliot, 
Knapp, Audini, & Chisholm, 19(6), all of which iall between 27 and 
34 acute beds per 100 000 (Lawrcnce, Copas, & Cooper, 199]). 'rhis 
greater consensus can be ascribed to: (a) the fact that these studies all 
refer to the same country which has a national health service; tmd (b) 
thc studies all had similar methodologies. 
Acute bed/population ratios per f ()() (J(JO population in developed 
countries 
Location Data source Ratio 
-
Australia National mental 21 
health report 
Human Services and 
r Lealth, 1995) 
(Bachrach, Santiago, Tucson, USA Public general 7 
Berren, & Hannah, hospital records 
1988) 
(Carling, Miller, Vermont, USA State hospital 5 
Daniels, & records 
Randolph, 1987) 
(Dabrowski & Poland Psychiatric hospital () 
Stanczak, 1988) records 
(Dowdl, Po veda de Madrid, Spain Mental health 0 
Augustin, & service records 
l,owenthaL 1987) 







UK District psychiatry 
department records 
30 
(Lawrence el aL, 
1(91) 
UK Single hospital 
records t()r 1977 
31 
(Lawrence el a1.. 
1991 ) 
lJK Single hospital 
records I{)f 1978 
30 
(Lawrence el ai., 
1991) 
UK Single hospital 
records for 1985 
27 
(Lelliot & Wing, 
1994) 
59 UK Districts UK Health Service 
and Health Boards Indicators 
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V ienna, Austria Psychiatric hospital 
records 
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In the context of the changed role or acute care, certain services have 
begun to explore creative alternatives to traditional hospital care. For 
example, "partial hospitalisation" has been developed as a strategy fiJI" 
catering Ii.)r the needs of patients with severe psychiatric illness in an 
ambulatory treatment programme (parker & Knoll, 19(0). This 
includes patients who are able to maintain themselves in the 
community at a minimum level of functioning, present no immediate 
harm to themselves or others. and have a consistent place of residence. 
In the USA, researchers have J()Und that a combined day hospital/crisis 
respite community residence had the same treatment em~ctiveness as 
acute hospital care ti:)f poor, urban, acutely ill voluntary patients with 
severe mental illness (Sledge ct aI., 1(96). Outcome measures 
included clinical. llmctional, social adjustment. quality 0 r life. 
satisfl.Lction, symptoms, overall functioning, and social functioning. 
'rhe lattcr threc showed a statistically significant improvement under 
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the experimental condition. These issues will be explored further in 
the literature review or community/hospital ratios (section 2.2.5). 
Medium or long stay bed/population ratios 
Contemporary notions of the role and fimction of medium-long stay 
psychiatric t~lcilities are under continual review. In spite of policies of 
replacing large long stay psychia1ric hospitals with services centred on 
small admission units and Jew medium- and long-stay hospital 
tacilities, patients continue to be admit1ed for protracted lengths of stay 
(Cliffi)rd, Charman, Webb, & Best, 1991; Lelliot et aI., 1994). So-
called "'new long stay" or '"new chronic" patients were first observed in 
deinstitutionalisation programmes in England and Wales during the 
late 1960s and early 1970s (Magnus, 1967; Wing, 1971). The service 
needs of "new long stay" patients continue to be monitored in recent 
studies (lJolloway, Wykes, Petch, & Lewis-Cole, 1999; Shepherd, 
1998). Some of these patients have remained in institutions because: 
(a) the handicap of psychiatric illness and associated physical illness 
and disability require 24 hour nursing and medical care; (b) their 
behaviour cannot be managed in community settings; or (c) there is no 
alternative care available in the community (Clifi()rd et aI., 1991). 
Other new long stay patients are discharged fl'om institutions, only to 
accumulate inappropriately in acute fllcilities or rotate through a 
"revolving door" of acute care and inadequate community supports 
(Shepherd, 199R). 'rhe conflicting needs of deinstitutionalisation 
policies and new long stay patients is further complicated by varying 
local policies around the management of these patients (Lelliot cl aL 
1994) and the range of ti.lcilities which are now in usc to accommodate 
patients in need or longer term care (Randolph et aI., 1991). 
For these reasons. consenslls on bcd/population ratios in medium· long 
stay settings is dillicult to asccrtain (Table 2.3). As with total and 
acute bcd/population ratios, there is considerable variability between 
countries. 
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Tahle 2.3 bedpopulation raNos per 100 000 population 
Study 
Department of Human 
and Health. 1995) 
et aJ.. 1987) 
et at, 1988) 
1987) 
Maricle, 1987) 
(La\\Tcnce et aI., 1 
Bray, & 
(Lelliot et 1996) 
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In spite of variability, the ongomg trend of reducing numbers of 
medium-long stay beds is clear. 'rable 2.4 provides an illustration of 
ongoing deinstitutionalisation through ±ailing long stay bed numbers 
(compared to relatively stable short stay bed numbers) in England (UK 
Dept of Health, 1995). UnJlJrtunately there were no general population 
figures available f(H [':ngland in this study, to enable calculation of 
bed/population ratios, and there11.1rc more meaningful comparisons. 
Average daily number of available "menIal illness" bed,', wards open 
day and night (i.e. 24 houn), '!.'ngland, 1Y92-93 to 1994-95 (UK 
Department (d1Iealth, 1995) 
-~--------~--
Duration 1992-93 1993-94 1994-95 
-------. 
Short stay 579 527 496 
Long stay 57 76 55 
Short stay 5774 6239 6392 
Long stay 136()4 12 111 1 () 760 
Secure unit 933 1 029 1 083 
Short stay 15299 14681 15 213 
Long stay 11 00] 8869 7829 
47308 43532 41 827 
---_._-----
In spite of these trends there remains some consensus among current 
writers in the UK that there is at least some need tl.)r both acute and 
long stay psychiatric beds (Goldberg. 1999). in Armstrong's words: 
'''there remain groups of patients whose mental illness renders them 
either recurrently or permanently so disturbed as to make inpatient care 
the pre/erred method of treatment on humanitarian and social grounds 
as much as on rnedical grounds'" (quoted in Freeman, et aL. 1994, 
p.9). Similarly in the USA, there is widespread acknowledgement that 
some patients are "'resistant to deinstitutionalisution'" (Gotthcil et aL, 
1991, quoted in Freeman et al., 1994. p.IS) and require long-term 
inpatient care. 
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2.2.2.3 Bed/population ratios in developing countries 
Relatively little inlcmnatioll is available on bed/population ratios in developing 
countries. Except /()r South AIl'iea (see helow), breakdowns of'total figures 
into acute and medium-long term hed/population ratios could not be located 
I()f dcveloping countries. This section therefilrc focuses on total 
bed/population ratios Crahle 2.5). The ratios produced by the World 
Psychiatric Association were reported in unpublished conterence proceedings. 
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* Population tigures as reported by the authors 
Not stated by the authors 
l'he total bedlpopulation ratios reported in developing countries in Table 2.5 
are considerably lower than those in developed countries. Freeman cl al. 
(1994) note that psychiatric institutions still seem to playa major role in 
mental health care in deVeloping cOllntries and that there is a discrepancy 
between developed and developing countries in the amount of research 
involved in community-based initiatives. Compared to levels in developed 
countries, total psychiatric bedlpopulation ratios of 2 per 100 000 in Sri Lanka 
and Pakistan paint a stark picture of inpatient mental health cure. 
I n certain developing countries, a concerted programme of 
deinstit utionalisation has been in place I(H some lime. I n Botswana, lor 
:n 
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example, deinstitutionalisation was initiated in 1977, and the bcd/population 
ratio has been reported as 11 per 100 000 with an extensive network of 
community-based support (Ben Tovim, 1987; Freeman et aI., 1994). 
Nicaragua has undergone similar changes (Freeman et aI., 1994). In Jamaica, 
deinstitutionalisation and the development of community services has 
proceeded at a rapid pace. Between 1960 and 1990, the resident population 0 f 
Jamaica's only psychiatric hospital dropped by 580;(. to 1296 beds, a 
bcd/population ratio of 54 per 100 000 popUlation (Hickling, 1994). During 
the 1990s, Brazil has reduced its psychiatric hospital bed numbers by 21 (Yo, 
from 85 037 in 1991 to 67462 in 1996 (Alves, 1996) (population figures not 
reported). 
Desjarlais et aI.. (1995) have provided additional total bed/population ratios 
t()f selected countries in the Western Pacific region, most of which have 
developing economies: China - 0.73 beds per 100 000 population; F~ji - 2.56; 
Hong Kong - 7.3; Korea - 2.86; Malaysia - 2.28; Papua New C;-uinea - 0.59; 
Philippines - 1.13; Singapore - 11.06; and Vietnam - 0.78. The ligures appear 
extremely low compared to developing countries and reports of the same 
countries Irom ditlcrenl sources, e.g., China- 11 beds per 100 000 population 
(WI/O, 1996a). This could renect: (a) underdeveloped psychiatric services; 
(h) frequent utilisation of traditional health practitioners; or (c) poor data 
quality. Because of concerns of poor data quality, these figures are not 
included in 'fable 2.5. 
Bcd/population ratios in South Africa 
III South Ali-ica, only f()Ur studies have been conducted which report 
bed/population ratios in mental health facilities Crable 2.6). Of these, three 
Ji)Cus on the services available within specific provinces: Free State (Freeman 
ct aI., 1994; Freeman, Lee, & VivicHl, I 999a; Freeman, Lee, & Vivian, 1999b: 
Lee, Freeman, & Vivian, 1999a; Lee, Freeman, & Vivian. 1999b), [':astern 
Cape (Department of lIealth, 19(6) and Western Capc (Ensink et al., 19(7)). 
Only one study reports national comparative data (Lee c1 aI., 19(7). 
JS 
The national study by Lee and Zwi (1997) draws on data from the National 
Mental Health and Substance Abuse Directorate, senior mental health 
management at provincial level, key inj(lfm[Ult interviews, questionnaires sent 
to the 9 provinces, and document reviews. 'rhe reported bed/population ratios 
include beds for mentally handicapped or learning disability patients. The 
reported bed numbers therefore represent a higher number of beds than those 
reported in the above studies in developed and developing countries (which do 
not include mental handicap or learning disability), and limit comparability. 
Because beds tor mental handicap or learning disability are included, these 
fIgures also have limited usefulness for the development or norms t()r severe 
psychiatric conditions. 
Furthermore Table 2.6 also serves to illustrate the varying f1gures that can be 
generated when differing methodologies are used to gather data, fix example 
the variation in bed/population ratios l()f Ihe Free State (7 and 25) and the 
Western Cape (61 and 92). This variation highlights the need to develop 
information systems in South AfTica and to collect and report data using a 
consistent methodology. 
In spite of these limitations, the studies reported in Table 2.6 provide a broad 
indication of the distribution of bed resources in South African mental health 
services. 'I 'hey illustrate the maldistribution of bed numbers across the country 
(from 0 in MpumaJanga to up to 92 beds per 100 000 population in the 
Western Cape (61 excluding mental handicap beds». Beds appear to be most 
concentrated in urban provinces (such as Gauteng and the Western Cape) and 
least concentrated in predominantly rural provinces (such as Mpumalanga, 
North West, and Northern Cape). Some predominantly rural provinces such as 
Northern Province, Eastern Cape and KwaZulu-Natal have large psychiatric 
institutions that belie the aeeessibility of inpatient services. 'rhe substantial 
inequity between provinces suggests the need to develop some guidelines or 
norms to improve equity and assist provinces 10 provide accessible and 
appropriale inpatient mental h\;.~alth care to the population, 
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TaMe 2.6 Tolal hedlpopuiatiofl ralios per 100 000 population reported in j~'oulh 
research 
Study Province Popu- l1eds Ratio 
lation* hospitals 
-----~-~~-------~~-~,,-- .~,-.-~--'-'-----
(Department of Eastern Cape 8 500 non 6 2228 33 
Health, 1996) 
(Lee et aI., 1997) Eastern Cape 6544200 4 2mn 1" ~ "" 
(Freeman cl aI., Free Slatc 2400000 168 7 
19(4) ** 
(LeeetaL 1(97) Free State 2 756 noo 690 25 
(Lee et aI., 19(7) Gauteng 7637 100 4 2300 30 
(I,ec ct ai.., I (97) K waZulu-Natal 8 500 2 2400 28 
(Lee ('1 aI., 1(97) l'v1 pumalanga '2839300 0 0 0 
(Lee et aI., 1 9(7) Northern Cape 720000 10 J 14 
(Lee et aI., 1(97) Northern Province 5071 300 J 2042 40 
(Lee c1 aJ., 19(7) North West 3339700 300 <) 
(Lee ct at., J 9(7) Western Cape 3782300 4 3481 92 
(Ensink el aL, Western Cape (Not stated) 3 2223 61 
19(7) (in 1(93) 
-~---- ..... -------~-, -..... ,.~----,--'-~~----------~~ 
* Population ligures as reported by the authors 
** Non-fbrensic beds only 
The mental health services in two provinces have received specific research 
attention. In the Free State, Freeman e1 aI., (1994) reported that there were 
about 35 long stay beds f()f patients aged under 65 years. However, white 
patients occupied 30 of these beds! 'There were thus efteetivcly 10 'white 
heds' per 100 000 popUlation and only 0.2 'black beds' per !OO 000 
population. There were no sheltered or supervised homes ior hlack psychiatric 
patients, nonc of the hlack patients interviewed attended day carc, and thcre 
was no comprehensive group work programme. Nevertheless there appeared 
to he a relatively low incidence or crime, vagrancy, <lnd homelessness among 
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patjents, and a low proportion of psychiatric morbidity among pnsoners 
compared to most other provinces. 
In the Western Cape, Ensink ct aI., (1997) repOJi a total bed/population ratio of 
6 I per I 00 000 population (excluding mental handicap or learning disa bilit y 
beds). There were 4 194 beds in the province, including] 971 beds t(X those 
with mental handicap or learning disability. There was a wide variation in the 
bcd/population ratios according to the type of treatment that was otlered. 
These were as follows: mental handicap or learning disability beds - 54 per 
100 000 population; acute/short term - 18; long-term/chronic - 14; geriatric -
13; fhrensic - 8; neuroclinics - 4; drug/alcohol rehabilitation - 2; and children 
and adolescents - 0.01. An analysis of the admissions showed that there were 
no di1Terences in the proportions or patients admitted from each "racial" 
category. However, inequhies in outpatient provision point tu the need fiX the 
development of community services te)f black patients. Ensink et al., (1997) 
conclude that although the Western Cape is relatively well resuurced 
compared to other provinces, it is not oversupplied when compared to other 
countries, chiei1y because of the lack of community services. 'I'hey also eall 
[i)r increased provision of acute beds at secondary rather than tertiary 
hospitals. Contrary to international trends, there is an emphasis on beds in 
tertiary hospitals at present in Western Cape. Transformation to secondary 
level care, the authors argue, would improve access and make better use of 
specialist personnel. 
ned/population ratios: conclusions 
The findings from the literature indicate a wide variety m bed/population 
ratios among developed countries and an even greater discrepancy between 
developed and developing cOllniries. The provision of appropriate bed 
numhers per unit of poplilation appears to depend at least partially on local 
policies, available resources and the ability of services to provide community-
based care for patients outside of hospital settings. 
Relative to developed countries and some developing countries, South African 
mental health services are under-rcsourced, particularly in the light 0[' the 
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relatively well-developed community-based care in most developed countries. 
There is severe maJdistribution of bed numbers across provinces in South 
All'ica, with beds concentrated in large psychiatric institutions. Current data 
are methodologically limited I(H the purposes of this study. There are 110 data 
that systematically report bed/population ratios 1()[ all provinces f(H services 
f~)r people with severe psychiatric conditions. These 11ndings indicate the 
need to systenmtically rcport bcd/population ratios for all provinces, which can 
enable the developmcnt of guidelines or norms ti)f the appropriate planning or 
scarce inpatient resources. 
2.2.3 Staff/population ratios 
StaJl7population ratios constitute a usetltl indicator of the number of stan" available to 
meet the mental health nceds of a given population and are widely used in the 
literature (Rispel, Price, & Cabral, 1996; WHO, \ 996b). Several studies in developed 
countries report bcd/population ratios as a means of describing inpatient care per unit 
of population and subsequently report statli'hed or stal17patient ratios fi.)r existing 
11lcilities as the next step in calculating human resource input requirements (Lelliot el 
£II., 1996). This approach, when linked with a description or the l~lcilities within 
which care takes place, can provide a detailed picture or levels of" input. Although 
staf17patient ratios will be discussed in section 2.2.4 below, there are advantages to 
first reporting statTipopulation ratios: 
u sta11lbed ratios based OJ} available beds alone do not account t()f outpatient 
staff, and theret()re do not provide the global picture of available human 
resources that is possible with staIf/population ratios; 
u the accuracy of stafi7patient ratios depends at least partially on the accuracy of 
the denominator (number or patients), which may be difticult to ascertain 
within the constraints or current in/(Hmation systems in South Africa; and 
u because stall/population ratios otler a global picture of numbers of available 
stall' for a given population, they fitcilitatc comparison between mental healLh 
services in dillerent areas (sec, ()f example, Ensink ct aI., 1997; Flisher d. ;II.. 
1997). 
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2.2.3.1 Critique of staff/population ratios 
As with bcd/population ratios, the use1itlness of stan7population ratios is 
limited and must be informed by an understanding of the context within which 
they are located. For example, the Hospital Strategy Project (Monitor 
Company, (996) and others (Gray, ] 998) have stressed the need for a systemic 
approach in which human resources arc pJanned according to fum~tional units 
and skm mix. This implies that tbere is limited value to reporting particular 
staff categories (for example occupational therapists) per 100 000 popUlation, 
without understanding the way in which stail members function in relation to 
cach other, to service fitdlities and care f()r patients. 
In addition there arc limits to reporting statT/population ratios in a blanket 
t11shion when the role of staff is changing. For example, in the context of 
attempts to integrate mental health care with primary health care provision in 
South Afdca, prinlary health care nurses are being asked to change their roles 
and adapt the bio-medical framework within which they have delivered care in 
the past (Petersen, 1999). 
Staf17population ratios are theretore crude measures which do not take account 
of the complexities of psychiatric illness, variations in psychiatric morbidity, 
needs of individual patients, the systemic context 0 r care and the changing 
roles and responsibilities of statf (Bhaskara, 1999). The fi)Howing are among 
the 1actors that need to be kept in view when interpreting statllpopulation 
ratios: 
1. staff type; 
2. levet quality and appropriateness oftraining; 
3. systemic Issues such as skill mIX, supervision, support. and referral 
procedures; 
4. clinical policies and practice guidelines or practice parameters; 
5. management and health policy; i.md 
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2.2.3.2 
(). the quality of care onered. 
Other indicators such as hed/population ratios, the distribution between 
hospital and community services, bed occupancy rates, adrnjssion rates, length 
or stay, readmission rates, and default rates all have a hearing on stafling 
requirements. Furthermore, as popUlations (the dcnominator 0 f 
stan/population ratios) are likely to vary betwecn areas in their demographic, 
social ,md economic characteristics, caution should bc exercised when 
comparing stafiJpopulation ratios between areas. 
As an introduction to the global picture of mental health statT distribution, the 
World Health Report 200 I reports a wide disparity in the type and numbers of 
the mental health workforce worldwide. The median numher of psychiatrists 
varies Irom (L06 per 100 000 popUlation in low-income cOllntries to more than 
10 per 100 000 popUlation in high-income countries. The median number or 
psychiatric nurses ranges fTom 0.1 in low-income countries to 33.5 pcr 100 
000 in high-income countries. The workfhrce likely to be involved in mental 
health care globally includes general doctors, psychiatrists, neurologists, 
nurses, occupational therapists, psychologists and social workers. In many 
settings other groups sllch as ministers of religion and traditional healers may 
provide care (WHO, 200 lc). 
Staff/population ratios in developed countries 
Studies reporting stafl7population ratios per 100 000 popUlation in developed 
countries are summarised in Table 2.7. Compared to the wide variety in 
global levels ior stafling reported by the WIIO (WHO, 200 I c), there is greater 
consistency among developed countries. Countries such as Australia, Sweden 
and the USA report relatively high numbers of psychiatrists per population 
unit. The variety in figures reported by thc same country (e.g., the USA and 
UK) indicates the importance or I11cthodology and data sources in calculating 
stall/popUlation ratios. 
The ligures in Table 2.7 need to he interpreted in rei at io n to the service 
context. For example, in the lJSA, accessibility to psychiatrists may be 
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limited by financial constraints (Geller, 20(0). In the UK, pnmary care 
general practitioners (GPs) are usually the first port of call IIJf people with 
psychiatric disorders (Beecham, 1995). Frequently GPs become involved in 
treatment of severe psychiatric disorders: one study has indicated that 13% of 
people with schizophrenia receive their highest level of care from a GP 
(Kavanagh., Opit, Knapp, & Beechmn, 1995). 'rhus the apparently low 
psychiatrist/population ratios reported tbr the UK in Table 2.7 need to be 
interpreted in the context of relatively wcll-resourced primary t:are services. 
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Table 2 - Staffpopulation rarios per 100 000 population in developed countries 
Study 
(Australian Depar1ment of Human 






(The Sainsbury Centre for Mental 
Health, 1995) 
(Desjarlais et al., 1995) 
(hey, Scheffler. & Zazzali, 1998) 
(KOlZumi et aL 1992) 






























3.21-21.67 (inel. local 
'lariation) 
Total direct care 
staff (FTE) 
76.5 
2.2.3.3 Stafi1I)Opulation ratios in developing countries 
As with hed/population ratios, stanYpopulation ratios in developing countries 
arc considerably lower than those in developed countries, and reflect 
differences in resources and prioritisation of mental health care (Table 2.8), 
Figures in Tahlc 2.8 indicate that even among developing countries there is 
wide variability in sta1llpopulatiol1 ratios. For example, psychiatrists per 100 
000 population vary fi'om 4,44 in 13razil to less than OJH in Myanmar and 
Tanzania. The majority of developing countries have less than one 
psychiatrist per 100 noo population. 
Int()rmation on preCise statllpopulation ratios in developing countries IS 
difficult to asccrtain, due to underdeveloped information systems and 
infrastructure. For example. Jegede et aI., (1985) report that fiR Nigeria '8 
estimated population or 80 million there were "fewer than 100 psychiatrists 
and psychologists" (p 659), a ratio of 0.12 "psychiatrists and psychologists" 
per 100000. 
A fU1iher limitation of the figures in Tahle 2.8 is that they may not reflect the 
general health slatf who provide mental health care within primary care 
settings. 'l'he WHO has emphasised the role of general health workers in 
primary care settings (particularly nurses) and the need 10 train those workers 
in 1he detection, management and referral of patients with mental disorders 
(WHO,2001c). This approach ha-: yet to be reported systematically in studies 
ormental health staffing in developing countries. 
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Stc{lfpopularion rarios per 100 avo population in developing 
Study Country Population Ratio per 100 000 
(million) 
Psychiatrists Clinical Psychiatric Psychiatric 
psychologists nurses Social workers 
tAlem, 2000) Ethiopia 55 0.02 
(Chikara et aL, 1991) Zimbabwe 10 0.1 0.05 6 0.05 
(Chikara et al., 1991) Kenya 24 0.13 
(Chikara et aI., 1991) Mali 6 0.03 
et 1 China Not stated 
(Desjarlais et at, 1 Hong Not stated 
(Desjarlais et al., 1995) Korea Not stated 1.58 
(Desjarlais et aI., 1995) Malaysia Not stated 0.28 
(Desjarlais et at, 1995) Philippines Not stated 0.03 
(Desjarlais et aI., 1995) Singapore Not stated 1.49 
(Desjarlais et aI., 1995) Vietnam Not stated 0.09 
(Iacoponi, Laranjeira, & de Brazil Not stated 4.44 
Jesus MarL 1991) 
& 2000) Egypt 60 1.0 0.42 2.26 
(Orjuela-Mancera & Munoz- Colombia Not stated 3.5 
Tamayo, 1991) 
(Ramana & Saxena, 199]) India Not stated 0.23 
(Sugar,KJeinrnan, & Pakistan 100 OJ 
Eisenberg, 1992) 
2.8 StafJ?jJopulation ratios per 100 000 population in developing countries (com 'd) 
Study Country Population Ratio per 100 000 
(minion) 
Psychiatrists Clinical Psychiatric Social workers 
psychologists nurses 
1 996a) AJbania Not stated 0.9 
(WHO. 1996a) Myanmar Not stated 0.1 <0.01 0.3 
(WHO, 1996a) Sri Lanka Not 0.2 
(WHO,1996a) Yemen 10.4 0.24 
1996a) Belize 0.235 0.85 5.1 
Botswana 1.5 0.33 3.66 . 
:::iation, 1996) 
(World Psychiatric 3 0.03 0.03 0.23 
Association, 1996) 
(\Vorld Psychiatric Mozambiaue IS 0.03 0.03 0.23 
Association, 1 
(World Psychiatric Nigeria 106 0.07 0.01 6.79 
Association, 1996) 
(World Psychiatric Swaziland 1 0.1 0.1 3 
Association, 1996) 
(\\Torld Psychiatric Tanzania 29 0.03 <0.01 4.24-
Association, 1996) 
(World Psychiatric Uganda 17 0.06 0 
Association, 1996) 
7.ambia 10 0.02 
49 
2.2.3.4 Starr/population ratios in South Africa 
According to Lee and Zwi (1997), the t.olal number of mental health personnel 
registered with professional boards in South Africa is as tollows: psychiatrists 
(excluding registrars) - 427; clinical psychologists - 1 051; psychiatric nurses -
26 825; and social workers - 9 700. These figures include those working in 
both the public and private sectors, since no breakdown in this respect is 
available 1rom thc professional boards. As an indication 0 r this breakdown, 
EIHsley has reported that 56% of South African psychiatrists work in private 
practice (Emsley, 2001). 
Freeman and Pillay (1997) provide a more detailed breakdown of public sector 
mental health personnel by provinces (Table 2.9). As with bcd/population 
ralios, there is evidence of significant maldistribution between provinces. 
Gauteng and the Western Cape appear to have the highest numbers or public 
sector psychiatrists, with 57 and 62 respectively: 119 out of the total of 155 
public sector psychiatrists in the country. 
It is also clear It'om Table 2.9 that the vast majority or mental health personnel 
in public sector settings are located within hospitals, with the exception of 
nurses in the Northern Province. This distribution does not compare 
unfavourably with the lJK, where, t()l' example, approximately 15%. or nursing 
stall' in dislricts are employcd in community settings (Gilchrist & Knapp, 
1994), compared to 20.1 % in South Alrica. However, comparability with UK 
does not justiiy the current distribution, pat1icularly in the context or lhe 
current policy emphasis on the provision of community-hased mcntal health 
carc. Variations between provinces imply that some provinces have 
considerably lower community nursing stafT numbers than the national 
average. 
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Table 2.9 Public sector mental health personnel by province according to Hospital (l!) and Community (C) services fFreernan & Pillay, 1997) 
Province Setting Psychiatrists Registrars Clinical Clinical Occupa- Social Nurses Nursing Medical 
Psy cbologists psychology tiona) workers 1< Assistants officers 
interns therapists 
Gauteng Hospital -..., )'" 34 44 30 48 41 530 0 0 
Comm. 5 4 4 3 4 0 100 0 0 
Total 57 38 48 33 52 41 630 0 0 
Northern Hospital 0 0 1 0 1 26 149 185 .:;'" -'~ 
Province Comm. 1 0 6 0 11 17 293 195 13 
Total 1 0 7 0 12 43 442 380 65 
Mpuma- Hospital 0 0 1 0 5 0 178 0 0 
langa Comm. 0 1 0 2 12 30 0 0 
Total 1 0 2 0 7 12 208 0 0 
North- Hospital 1 0 0 0 0 0 0 0 0 
West Comm. 0 0 0 0 0 0 0 0 0 
Total 1 0 1** 0 1** 3** 59** 133** 6** 
Free State Hospital 3 16 8 5 11 9 154 261 4 
Comm. 0 0 1 0 0 1 23 1 0 
Total 3 16 9 5 11 10 177 262 4 
Nonhern Hospital 0.5 0 1 0 1 1 16 41 0 
Cape Comm. 0.5 a 0 0 0 a 16 0 0 
Total 1 0 1 0 1 1 32 41 1 
* 0:urscs in this diagram are not specified according to psychiatric training. The precise definition of "community" services is not provided. 
** Errors in totals ret1ect reported figures (e.g .. 3 social workers who are neither in Hospital nor Community services are reponed for i"orth- West 
province: there are reportedly 73 social workers in community services in the Eastern Cape), 
Table 2.9 Public sector mental healrh according to HO,';piral (H) services (Freeman & ]99-) 
(cont'd; 
Province Psychiatrists Registrars Clinical Clinical Occupa- Social Nurses Nursing Medical 
Psychologists psychology tional workers Assistants officers 
interns therapists 
Eastern Hospital 9 0 11 10 10 15 1060 25 
Cape Comm. 0 0 2 0 1 73 4 1 0 
Total 9 0 13 10 11 16** 648 1064 26 
Western Hospital 56 49 50 49 52 860 1 16 
Cape Comm. 6 0 5 "" 3 3 83 8 "l L. "-
Total 62 49 55 23 52 55 943 1032 18 
KwaZulu- Hospital 16 11 20 10 10 14 .:;-; -" .. 669 
Natal Comm. 4 0 5 0 3 6 75 6 68 
Total 20 11 25 10 13 20 627 675 128 
Total 137.5 110 76 135 1 3014 3240 117 
17.5 4 5 24 112 211 83 
Total 155 114 161 81 160 201** 3766 3587 248 
** Errors in totals reflect figures (e.g., 3 are nor Community are reported for ;-';orth-\-Vest 
province: there are reportedly 73 social workers in community in the Eastern Cape). 
,,'J 
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Combining the above figures with population figures per province based on 
the 1995 census figures (Lee and Zwi, 1997) yields the statT/population ratios 
per 100 000 displayed in Tabk 2.10. The staJJlpopulation ratios clearly 
indicate the seriousness of the curn;,~nt situation. Provinces such as 
Mpumalanga, with a population or nearly 3 million people havel psychiatrist, 
2 psychologists and] 2 social workers. Even within relatively well-resourced 
provinces such as the Western Cape, Ensink c1 a1.. (1997) have argued that 
staIling levels should be increased, particularly to provide training and 
supervision at primary care level. 
For nurses, apart from the outlying figures lor the Western Cape and NOlih 
West Province, there does appear to be some level of consistency in the 
number of stalT available per 100 000 popUlation. This js particularly 
important in the light of proposals to grant nurses greater autonomy in the 
management of patients with psychiatric disorders, including the granting of 
prescription privileges (Freeman et aI., 1997). However, as Freeman and 
Pillay note, these proposals are limited by the numbers of skilled specialist 
staff who can provide support and supervision to general heal1h workers in 
pnmary care. 
A limitation or the data reported by Freeman and Pillay (1997) is that it is not 
clear whether the nurses are psychiatric nurses, or general nurses with some 
psychiatric training who provide a mental health service. It is possible that 
some nurses may spend only part of their time in mental health service 
provision. There is currently no estimation or full-time equivalent (/o''1'E) 
stailing, which limits an accurate estimation of current mental health stafTing 
and indeed ofpossible requirements in fllture. 
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2.]0 1 population in Sowh Africa as reported in the 
Province Popula- Ratio 
tion 
Psychiatrists Registrars Clinical Clinical Occupa- Social Nurses Nursing Medical 
Psychologists psychology tional workers Assistants officers 
interns therapists 
Gauteng 7637100 0,75 0,5 0.63 0.43 0.68 0,54 ° ° 
Northern 5071300 0.02 0 0.14 0 0.24 0,85 7,49 1.28 
Province 
Mpuma- 2839300 0.04 0 0 0 0.25 0.42 0 0 
langa 
North- 3339700 0,03 ° 0,03 0 0.03 0,09 1. 3.98 0.18 \Vest 
Free State 2756000 0.11 0,58 0.32 0.18 0.4 0.36 6.42 9.51 0.15 
Northern 720000 O. 0 0.14 0 0.14 0.14 5.69 0.14 
Cape 
Eastern 6544200 0.14 0 0.2 0.15 0.17 9.9 16.26 0.4 
Cape 
3782300 1 1.3 1.45 0.61 1.37 24.93 27.28 0.48 
Cape 
8552500 0.13 0.29 0.12 0.15 7 7.89 1.5 
Natal 
Total 41242400 0.38 0.28 0.39 0.2 0.39 0.49 8.7 0.60 
~/1 
-''"'''!' 
'rhe above data Crable 2.10) reler to statr in the public sector. Flisher et aI., 
(1997) conducted a postal survey of all psychiatrists registered with the South 
African Medical and Dental Council in 1993. They reported that there were 
261 psychiatrists practising in South Africa who were inequitably distributed 
between the provinces Crable 2.11). Only 11 % could communicate in an 
Airican language and only 7% lived in rural areas where over half the 
population lives. 
TaMe 2.11 Psychiatrist to population ratios in South African provinces in 1993 
(f1isher et aI., 1997) * 
Province Practising psychiatrists 
------ ._-- --------
(ralltcng J08 
Western Cape 89 
K waZulu-Natal 31 
Eastern Cape I3 
Free State 8.5 




National mean 28.6 
* Data refer to both the puhlic and private sectors 












Finally, Ensink et aI., (1997) reported on public sector mental health 
professionals in the Western Cape in 1992/3. Thc stafl7population ratios were 
as f()lIows: psychiatrists - 1.8 per 100 000 population; psychologists - 1.6; all 
categories of nurses - 52.7; nurses excluding assistants - 24.7; social workers-
1.4; and occupational therapists - 1.4. These ligures are compatible with those 
based on the data of Lee and Zwi (1997) reported above. Ensink et aL, (1997) 
also documented that about 95% of public sector mental health professionals 
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m the Western Cape were deployed II1 hospital settings and only 5% 111 
community settings. 
2.2.3.5 Staff/population ratios: conclusions 
2.2.4 
The findings j-['om the literature indicate that developed countries and some 
developing countries have relatively well resourced mental health staHing 
compared to South AJrica. Past South African research indicates wide 
discrepancies in levels of mental health stalling within the country. There is a 
need f()r current data to provide an accurate indication of mental health staJT 
available within puhlic sector services in South Ali-ica. This is necessary hoth 
to allow 1(.)r efIectivc planning and to provide a database Irom which norms 
can be developcd. 
Staff/patient ratios 
Having discussed the global figures of hcd/population and stail/population ratios, the 
calculation of'stan/patient ratios allows a more specific t()CllS on the human resource 
requirements fix the care of patients with severe psychiatric conditions (SPC). The 
complexities of staffing have concerned mental health planners for some time. As 
one commentator has put it (Aydelotte, 1973): 
"The perplexing questions about staffing requirements and nurse power 
usage arise from several sources. The number of variables with which 
one must deal is almost incomprehensible and, for the most part, the 
nature (~lthese variables appears to defy description and quantification. 
There is lillie agreement in the literature on the nature and characteristics 
(~ls(Jme ver:v evident variables: nursing practice, patient need", quality (d 
care and control, complexity of care, intensity oj" care, and levels (?l 
practice" (p59). 
It has been argued that the complexity referred to in Aydelotte's statement continues 
to trouhle human resource planners in mental health care (Way, Bral,!: Ilalcmeister, & 
Banks, 1(92). Added to this are the changing conditions under which care is 
del ivered. Deinstitutiollalisation has changed the numhers of available psychiatric 
stafT (Rallery, J 992) and the role they play in bolh hospital and community settings 
(The Sainshury Centre fell' Mental [Iealth, 1995; Hannigan, 1998). 
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Within the shifting ground ormental health care, it has become important to provide a 
measure that indicates numbers of available stall' per patient. This is needed not only 
to provide a measure of the human resources required per service user, but also to 
provide some indication of the intensiveness of care required in particular settings (fi)r 
example, acute versus long stay inpatient settings). Stafllpatient ratios have provided 
a useful indicator in this regard. 
The usefulness of this indicator lies at least partially in its flexibility. it can be used as 
a global measure (c.g., the ratio of all psychiatric statrto all patients) or as a relatively 
specific measure (e.g., the ratio of psychiatrists to patients in acule inpatient 
facilities). This becomes particularly pertinenl in the calculation of staff requirements 
tbr the care of a specific patient population such as those with severe psychiatric 
cond itions. 
As with bed/population and stntl7population ratios, however, caution needs to be 
exercised in the use and generalisability of slall7patient ratios. These ratios must he 
inl(mned hy such factors as: (a) the nature or the psychiatric facility in which slalf are 
lOt;atcd~ (b) the utilisation of both hospital and community level mental health 
services; (c) the quality of care which is olfered, Clnd (d) other indicators which in((mn 
stafling sllch as bed/popuJation ratios, length of stay, admission rate, readmission rate, 
default rale and hed occupancy rate. Other variables which should he considered in 
determining stafIlpatienl ratios are: therapeutic expectations; severity of iJh1ess; level 
or stall' training; level of slaff skill or talent unrelated to training; role of non-
professional personnel, volunteers and family; number and severity of untoward 
incidents on the unit; and ethical and humanitarian considerations (Sacks, 1992). in 
addition the accuracy of the denominator (numher of patients) and the reliability of 
intcmnation systems need to be kept in view when considering stall7patient ratios. 
'T'he importance ofthcse considerations is given support by recent findings that in well 
coordinated mental health serviees, statl7ratient ratios alone do not necessarily allect 
service utilisation or clinical and social Ihnctioning in community care settings. 
Burn .... et aI., (1999) randomly assigned 70R psychotic patients in 4 centres in the UK 
It) standard case management (casdoad: 30-35 palients) and intensive case 
management (casc1oad: 10-15 patients). After 2 years there wa .. "l no significant declinc 
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111 hospital use among intensive case management patients (mean 73.5 versus 71.5 
days admission for standard care patients) nor were there any significant gains ill 
clinical or social ItJnclioning (Burns et aI., 1999). The authors conclude that in well-
coordinated mental health services, reduction in caseload alone does not lead to 
improved outcome for psychotic patients. They state, furthermore, that planners need 
to pay more attention to the contcnt of treatment than changes in service organisation. 
There are. in addition to these considerations, dilTiculties with terminology with this 
indicator. It has been argued that the term "patient" disempowers individuals who 
make use of mental health services. Other terms such as "user", "client", "consumer", 
and "survivor" have been suggested. In a study of the terms prclerred by service 
recipients, it was fi.)ll11d that 54.8% preierred the tCITn "patient", 28.81% preferred the 
term "client", 7°/t) preferred "survivor" and 2.8% preferred "consumer" (Sharma, 
Whitney, Kazarian, & Manchanda, 2000). On the basis of this finding and its 
eommon usc in the service planning literature, the term "patient" will be used in this 
thesis. although this is interchanged with service "user" at times. 
In the t()l1owing section, literature on staff/patient and stall/bed ratios will be 
reported. This is done fIX two reasons: (1) in the literature, stafllbed ratios arc 0 lien 
reported fIX inpatient settings, instead of stampatient ratios; and (2) in this study, 
stal1lhed ratios wiII be used instead of stampatient ratios in inpatient settings, 1()(' 
methodological reasons indicated in chapter 3. 
2.2.4.1 Staffi'patient ratios in developed countries 
In the context or deinstitutionalisation in most developed countries, stafling 
paUerns have changed. This is clearly rellected in stan/patient ratios, although 
the eileet appears to vary according to whether stair are located in hospital or 
community settings. In hospital settings, with shrinking bed/population ratios, 
stall/patient ratios in developed countries have actually increased, in spite Dr 
budgetary pressures. For example, in the USA the total number of stall' per 
patient rose Irom 0.9 in 1973 to l.5 in 1983. The statli'patient ratio in England 
increased ill the same period to exceed 1.0 in 1986, with stafr numbers 
increasing by 34%, (Raltery. 19(2). Conversely, in community menIal health 
settings, the number of patients served per lull-time equivalent (FTE) 
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psychiatrist in the USA more than doubled between 1974 and 1979. from 347 
to 731, indicating a decrease in the staH7patient ratio, from O'()o29 to 0.0014 
(Goldman, Faulkner, & Breeding, 1994). 
'rhese ligures may rellect a number of trends: (1) staff numbers in hospital 
settings have not decreased with decreased beds, and staff have tended to 
remain in ever-dwindling hospital services, rather than making the transition to 
the community with their deinstitutionalised patients; (2) patients who are 
admitted to hospitals have increasingly needed more intensive care on average. 
requiring higher statT/patient ratios. 
In this process, psychiatric stair have had to taee shilling roles and problems 
of morale and motivation. Hospital settings have endured budget cuts and 
c0ll11nunity settings have not been developed to keep pace with the 
downscaling of hospital services. The Sainsbury Centre for Mental Health 
(1995) has explored the effect of changes in bed/population ratios on stafT 
roles in the UK. The authors point out that although there would n01 be 
significant cuts in the numbers or statr by the year 2000, significant shifts in 
starring patterns were anticipated. Trends and demands for mental health 
nurses, for example, include: 
u a change in skill mix, with an increased use of unqualified stan; 
u demands fi.)f forensic :md community stalf, particularly community 
psychiatric nurses; and 
u considerable need l{n re-training because neither hospital-based nor 
community-based nurses are equipped ror caring t()r people with 
serious mental illness in the community. 
In order to explore these changes in more detail, staff/patient ratios in hospital 
and community settings will now be discussed. 
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Studies reporting staff/patient or stafllbed ratios ill developed countries 
are summarised in Table 2.12. or note in the total statllbed ratios are 
the low sta1llbed ratios in Japan, which together with evidence or the 
high hed/population ratios reported in section 2.2, implies a custodial 
pattern of care with less staJr-patient contact than other developed 
countries. For the period 1983-86, UK health authorities indicated an 
average 1:1 ratio tor nurse to bed (excluding managers and tutors) fi)j' 
both mental handicap and psychiatric hospitals (Department of Health 
and Social Security (DHSS), 1(88)-




























I. 13 (sib) 
Studies SllOW clearly that hospital stallJpaticnt ratios are influenced by 
the particular setting in which care is delivered. For aeutl! r~lcilitil's, 
368 menIal health residential care centres in eight districts 0 r England 
and Walcs reported an average stafllpatient ratio oj' 1.27 for all stall: 
60 
2.2.4.1.2 
For long-stay facilities in the same eight districts, the stafJ7palienl ratio 
was 0.95, retlecting the less intensive nature of the care required 
(Lelliot e1 aI., 1996). 
Community and Outpatient (Ambulatory) settings 
Staillpatien1 ratios in community and outpatient settings are generally 
lower than those in hospital settings, implying that staff can care fiJr 
more patients at anyone time. For example, it was reported that in 12 
community support programmes in small cities and rllral areas 10 
Wisconsin, there was all average FTE caregiver to client ratio 0 r I to 
l3 (including administrative and professional staff) (stafIlpatienl ratio: 
1113 or 0.08). Each programme served a mean of 99 clients. 
Professional FTE caregiver to client ratio was 1 to 23 (stalf/patient 
ratio: OJ)4). This case load was found to he within Wisconsin's 1989 
legislation fi}r certification o[ community support programmes which 
established a standard ratio of one credentialed staff person Jor every 
20 clients (Staf17Patient ratio: 0.(5) (Hollingsworth, Pitts, & McKee, 
1993). This is a dear example of the way in which indicators have 
been used to provide legislated accreditation ofserviees. 
The staff/client ralios l(Jf Wisconsin were reported to he similar to 
those for assertive community treatment programmes in community 
mental health centres in Indiana and Michigan, but diHerent to 
programmes in other American stales, which had fewer clients per stafr 
memher. Hol1ingsworth et aI., (1993) conclude that concerns in the 
literature about heavy cascloads in rural areas were not confirmed in 
this study'S sample. Nevertheless it was found to be true that staIr in 
rural areas are generally less experienced, less educated, have lower 
professional status and earn less than stair in non-rural programmes. 
The authors warn that these factors do not necessarily mean a lower 
quality orcare delivery. 
Community Mcntaillealth Teams (CMtfTs) arc common in the UK: in 
1993, 517 such teams were identitied in 144 district health authorities 
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2.2.4.2 
(Ikecham, 1995). In a survey of CMJlTs operating in England 44.4'% 
werelhund to be based at Community Mental Health Centres 
(CMllCs), 14.2(% at inpatient lmit or hospital site, and 9.3% at day 
centres or day hospitals. Although details of the numbers of patients 
served by a team are 110t provided, the percentage of teams containing 
each category of mental health prolessional are as follows: community 
psychiatric nurses - 93.4; social workers - 86.1; administrative stall' -
85.4; nurses (other than community psychiatric nurses) - 33J{; 
occupational therapists - 68.9; generic/support workers - 37.7; 
consultant psychiatrists - 79.1; other doctors - 67.5; clinical 
psychologists - 71.5; others - 27.8; other specialist therapists - 31.8; 
and volunteer stall' - 13.9 (Onyett, I-Ieppleston, & Bushnell, 1(94). In a 
Cochrane review, CMHTs have been shown to be not interior to "non-
team" standard care in any important respecls, and superior in 
promoting greater acceptance of treatment. There have also been 
suggestions that. eM} ITs may be superior in reducing hospital 
admission and avoiding death by suicide (Tyrer, eoid, Simmonds, 
Joseph, & Marriott, 2(00). 
Staff/patient ratios in developing countries 
Few data have been reported on stambed or stan/patient ratios in devcloping 
countries. The foJJowing stan/bed ratios were reported by delegates attending 
a conference on the promotion or psychiatry and mental health care in Africa 
organised by the World Psychiatric Association in 1996 Crable 2.13). It was 
not clear trom the conference report whether the staff reported in these figures 
work exclusively in inpatient settings, and therefore whether the stambed 
ralios are accurate. There is wide variety in statlJbed ratios in these countries, 
with particularly low nurse/bed ratios in Eritrea, equivalent to olle psychiatric 
nurse l()r every 333 beds. It was also not clear from the conference report 
whether other general nurses are involved in the provision or inpatient care, 
and thereJ(lfe what the total nurse/bed ratio is in these hospital settings. The 
limitations () r tbis data highlight the importance of accurate in 1()fIllalion 
systems in calculating lIseti.I1 indicators It)r mental health services. 
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Table 2.13 .c,,'ta/f/bed ratios in developing countries 
Study Country Beds Staff/bed ratios 
Psychia- Clinical Psychia-
trists psycho 10 gists tric nurses 
. 
(World Psychiatric Botswana 162 0.03 0.006 0.34 
Association, 1996) 
(World Psychiatric Eritrea 2400 0.0004 0.0004 0.003 
Association, 1(96) 
(World Psychiatric Kenya 3000 0.02 0.002 0.37 
Association, 1996) 
(World Psychiatric Mozambique 460 0.009 0.01 (Un 
Associatio n, J 9(6) 
(World Psychiatric Nigeril:! 4000 0.02 0.004 1.8 
Associl:!tion, 19(6) 
(World Psychiatric Swaziland 150 0.n07 0.007 0.2 
Association, 19(6) 
(World Psychiatric TanzarUl:! 1600 0.006 0.00] 0.77 
Association, J (96) 
(World Psychiatric Uganda 600 0.02 0 0.22 
Association, 1996) 
(World Psychiatric Zambia 470 0.01 0.004 1.36 
Association, 1(96) 
(World Psychiatric Zimbabwe 1720 0.006 0.02 0.29 
Association, 19(6) 
2.2.4.3 Staff/patient ratios in South Afrka 
Ensink et aI., (1997) conducted the only South Alrican study in which 
statllpatient or stafllbed ratios in psychiatric inpatient settings were addressed. 
They reported thaI the nurse/bed ratio in t.he Western Cape was I nurse to 2.2 
beds (nurse/bed ratio: 0.45) in ] 993. This is approximately hall' that of 
inpatient lacilities in the UK (sec above). Ensink et aI., (1997) and Lee et aI., 
(1997) point out that the Western Cape mental health services have been 
among the best resourced services in South Atfica, providing some indication 
of the gap between most South African mental health stallIng levels and tbose 
in the UK and other developed countries. 
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2.2.4.4 Staff/patient ratios: conclusions 
In spite of the limitations of stan/patient ratios, tills indicator provides a uscfiJl 
measure of the human resources required per patient in hoth hospital and 
community settings. Studies indicate that staff/patient ratios in developed 
countries have changed markedly during the course of deinsti1utionalisation. 
While stan7patient ratios in hospitals have increased, stafl7pati{.~nt ratios in 
communjty settings have decreased. There is little reliahle data availahle on 
stan7patient or stafllbcd ratios in developing countries, including South Africa. 
Those data that arc available in South Africa indicate low nurse/hed ratios 
relative to developed countries. There is a need to provide accurate measures 
or the human resources availahle per patient and this data has yet to be 
reported in South Alrica. 
2.2.5 Community/Hospibll nltios 
Tbc relationship between community and hospital-based services is complex, and lew 
attempts have been made to measure this relationship. Most authors stress the 
essential inter-dependence of hospital and community services (.Iegede, Williams, & 
S~juwola, 1985; Ilafher, 1987; Chikara et al., 1991; WHO, 1996b) and several have 
highlighted the difficulty of measuring the relative need fiJr each (Freeman et aI., 
1994) and the cost of each (Raftery, 1992; Knapp, Chisholm, Astin, Lclliot, & Audini, 
19(7). Through the process of deinstitutionalisation, many patients have come to 
make use or both hospital and community services in a "revolving door" pattern of 
care (Fisher, Geller, Altafler, & Bennett, 1992; Geller, 1992; Brenner, .Iunghan, & 
ptimunatter, 20(0). Some have argued that policymakers and practitioners remain so 
myopically t()cllsed on the locus or care that they ignore the humaneness, 
effectiveness and quality of care (Geller, 20(0). 
Nevertheless, there is some degree or consensus that there is a need ji)r both hospital 
and community-based services, particularly f(n the care of people with severe 
psychiatric conditions (WlIO, 1996b~ Thornicroll et a1., L 999~ WHO, 2001 h). It has 
also been thought to be important to measure the relat ionship bet ween hospital and 
community services (Raftery, 1992~ Knapp et aI., 1997), Precisely where hospital 
services are located (in specialist facilities or integrated within general health care) is 
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a matter of ongoing debate, although the WHO has encouraged the integration of 
psychiatric inpatient care into general hospitals (WHO, 200 Ie). I n many instances, 
the locus of care appears to be dependent on existing resources and historical patterns 
ofcare. 
'r'here is very little int.ernational literature addressing community/hospital ratios 
spcciiically. However, several studies have described the rciat.ive service use and cost 
of hospital and community services, while others have attempted to lTlonitor the dfect 
of the introduction of specific lDrms of community psychiatric services on service 
utilisation. The fl)llowing section will provide a review of these studies, as an 
introduction to some 0 f the issues in the relationship between community and 
hospital-based services, and an indication of the need t<Jr conununity/hospital ratios. 
These issues are particularly important in the South African context, where new 
policy has recommended a process of deillstitutionalisation and the development of 
community services. 
2.2.5.1 Community/hospital ratios in developed countries 
Since the 1950s and I 960s, in developing countries, the process of 
deinstitutionalisation has largely defined the relationship betwecn hospital and 
community services (Thorni(:roil et aI., 1(99). As noted carlier (section 2.3.3), 
a central problem has he en the failure of community service development to 
keep up with the downscaling of institutional care (RocheJlxt, 1992): 
"A common criticism (!l the deinstilutionalisation effort in the 
U.S. is that the dollars did not follow as patients left state 
hmpitu/s./lw community settings" (p 1(87). 
As recently as 1986, state and county mental hospitals in the USA continued 
to absorh 70% of state mental heallh agency funding. Similarly in Canada, the 
mean distribution of mental health expenditure f(x institutional and non-
institutional settings was reported to hc approximately 75.3% and 24.7(Yo 
respectively, with only the province of Saskatchewan exceeding 5OCX, 
expenditure on non-institutional settings (Roche/int, 1(92). In tenns of stat]' 
distribution, in spite of an active programme of dcinstitutionalisation, the 
Australian mental health services have reported that during 1993-1994, 73.4(% 
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of FTE stafl were employed in an inpatient service setting, 4.2% in specialist 
residential services, and only 22.4% in community or ambulatory care 
(Australian Department of Iluman Services and Health, 1995). More recently 
in the USA these patterns have begun to change. In 1993, li)r the first time, 
spending on community services surpassed spending on state psychiatric 
hospitals (McGrew, Wright, & Pescosolido, 1999). 
Other commentators have noted that as hospitals have been downsized, prisons 
have steadily replaced mental hospitals as the provider or institutional care J(H 
people with mental health problems (Lamb, \998). In the USA, estimates arc 
that on any given day, there are twice as many seriously mentally ill patients in 
prison than in stHte psychiatric hospitals (Birmingham, 1999). Within prisons 
in the UK, the quality of mental health care has been f(lUnd to lall f~lf below 
standards in the National Health Service (NHS) (Polczyk-Przybyla & 
Ciournay, 1999; Reed & Lyne, 20(0). 
[n spite of' the difllculties encountered during the course or 
Lkinstitutionalisation, the benefits of community-based care have been well 
demonstrated. There is clear evidence that community-based residential care 
is more clinically eJfective than traditional hospital-based care. Marks et aI., 
(1994) embarked on the tirst UK trial of intensive home treatment against 
conventional admission. [n a controlled study, they compared the outcomes 
for patients with serious mental illness (SMI) randomly allocated to home-
based (n=92) or hospital-based (n"97) care 111 an inner London catchment 
area. Outcome measures included number and duration of inpatient 
admissions, independent ratings of clinical and social function, and 
satis1action of patients and relatives. The authors concluded that although 
olltcomes were superior filr home-based care, it was ditlicult to dctermine 
which aspects of home-based care exerted a positivc eHect. They also 
emphasised that home-based care requires careful training and clinical 
auditing to ensure ongoing success (Marks et aI., 1(94). 
I n Nor! h Stafl(Hdshire, LJ K, the use of community-based residential care was 
shown to be associated with significantly bctter outcomes and significant 
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reduction in unmet need over 12 months (Boardman, Hodgson, LewIs, & 
Allen, J 999). 1n North London, the TAPS study found improvements m 
symptoms, quality of life and social networks among a cohort of 114 patients, 
5 years after discharge from long-stay hospitals (LefT, Thornicroft, Coxhead & 
Crawford, 1994). This finding has been supported by a quasi-experimental 
longitudinal study in Sydney, Australia that showed that when adequate 
community services are planned, deinstitutionalisation has good clinical 
e!fectiveness (Hobbs et aI., 2000). Forty patients were transferred fi'om a long 
stay psychiatric institution to four cOlllmunity residences, each with 10 beds. 
Over a 2-year period, patients showed a significant improvement in psychotic 
conditions and required significantly less neuroleptic medication to manage 
their conditions. There was a need for inpatient and community support, with 
37% of the patients requiring admission at some time during the 2-year study 
period. 
Similarly, in a review of assertive community care programmes in the USA, it 
was concluded that such programmes are successful in reducing the need for 
hospital care and in achieving patient and family satisfaction (Mechanic, 
1(96). [n addition, a subset of assertive community care programmes bring 
about positive gains in patient functioning and quality of life. 
These findings are supported elsewhere. Patient satisfaction has been shown 
to be higher for community-based than hospital-based services in experimental 
studies in the UK (Boardman et aI, J 9(9) and Australia (Boardman e1 aI., 
1999; Hobbs et a!., 2(00). 
These findings are important for their immediate results of demonstrating the 
improved outcomes of community-based care. However, they do raise the 
important issue of efficacy versus effectiveness, i.e., whether results of clinical 
trials for community mental health care can be implemented in routine service 
delivery (Thornicrofl. et aI., 1999). In the PRiSM psychosis study, Thornicroft 
and others have demonstrated that health and social gains reported in 
experimental studies of community mental health services are replicable in 
ordinary clinical settings (Thornierotl, Wykes, Holloway, Johnson, & 
Szmukler, 19(8). The authors point out that dilution does occur i.e, that gains 
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In routine service delivery are not as pronounced as those in experimental 
(eflicacy) studies. Nevertheless, they argue that the evidence clearly supports 
a community-oriented rather than hospital-oriented approach to mental health 
care, and that community-based care is not only more et1icacious but also 
more effective than hospital-based care. This is supported by independent 
studies which have shown that patient satisfaction is higher for community-
based services in routine service delivery (Martinsen, Ruud, Borge, Watne, & 
Friis, 1998; Henderson, Phelan, Loftus, Oall' Agnola, & Ruggeri, 1999). 
In spite of the course of deinstitutionalisation, it is only recently that studies 
have compared the relative cost of community and traditional hospital 
treatment programmes. In an examination of the service use and cost of 
home-based (Daily Living Programme (OLP» versus hospital-based care for 
people with serious mental illness, it was concluded that the home-based care 
was significantly less costly than standard treatment in both the short and 
medium term. Cost measures included all service inputs, living expenses, 
costs of informal care and lost employment. This finding, together with 
evidence of etlicacy of the home-based programme (Marks et aI., 1(94), 
enabled the authors to conclude that home-based care was cost-effective, at 
least in the medium term (Knapp et aI., 1994) In a follow-up to this study, the 
same cohort was tracked over 4 years. Although the OLP group was m~)re 
cost-effective than control care over the full 45-month period, there was less 
difference between the groups by month 45 than in the fIrst 20 months. This 
was attributed to some attenuation in the OLP care, and the under-powering of 
some comparisons due to sample attrition (Knapp et aI., \9(8). 
In spite of these findings, it has been stressed repeatedly that 
deinstitutionalisation is not a cost-saving exercise, and reduction in hospital 
services should be accompanied by assertive development of community-
based care (Thornicroft et aI., t 999). Fflorts to cut costs by reducing hospital 
bed numbers have been greeted with criticism. As Knapp et a\., (J 997) argue, 
the reduction of psychiatric hospital beds is not a panacea for an appropriate 
balance in mental health care, partly because of the extent of unmet need for 
servIces. 
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This is supported in a revIew of the deinstitutionalisation programme in 
Emilia-Romagna, Italy, where it has been stwssed that community care is not 
necessarily an inexpensive solution (Fioritti et al., 1997). 'fhe autbors 
estimated that the total mental health budget costs and the percentage of total 
health budget dedicated to mental health in Emilia-Romagna had remained 
stable throughout the reform of the services. In other areas of [taly, the 
community psychiatric service was considered to be "somewhat less costly", 
although the management of certain diJlicult individual patients can be more 
expensive than in the hospital system. This has been supported by the North 
Staflordshire study in the UK, in which the addition of community residential 
places was shown to increase the total cost or services, depending on the 
effectiveness with which thesc places were integrated into existing care 
programmes (Hayc()x et al., 1999). 
The linding that deinstitutionalisation can increase the cost of carc in certain 
respects has been further supported by a study of the closure of a 500-bed state 
psychiatric hospital in l)hiladelphia, USA. After the state hospital dosed, 
there was an increase in the direct treatment cost of an episode of care and in 
the average annual cost of carc per patient, because of an increase in acute care 
hospitalisation (Rothbard, Schinnar, Hadley, Foley, & Kuno, J 998). The 
study suggests that costs arc incrcased because of an increased emphasis 
within the hospital budget on acute care. The authors conclude that an 
"admission" COh011 of scriously mental ill patients requires an optimal mix of 
acute care, cxtended care, residential beds and ambulatory care in order for 
cost-efficient care to be delivered during a crisis period. 
'I'he increased costs IDr acute care, however, need to be viewed in the light of 
savings on fimner long-stay patients. For patients discharged from the same 
Philadelphia State hospital, mental health servicc utilisation and costs during a 
3-year f(Jllow-up were compared with costs if the patients had remained in 
hospital. The authors concluded that most f<mner long-stay patients wcre ahle 
(0 live in the community while rccciving community outpatient treatment and 
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intensive case management servIces at a reduced cos! (Rothbard, KUlll) , 
Schinnar, l-Iadley, & Turk, 1999). 
In Northeast Spain, an analysis was conducted of the cost-incidence or 
schizophrenia in two areas with widely diflhing health services. Direct costs 
were higher in the area that lacked well-developed community mental health 
serVIces, mainly due to increased hospitalisation (Salvador-Carulla d a1., 
1999). 
Mcchanic (1996) supports these findings in his review of assertive community 
care programmes in the USA. I Ie argues that although these programmes 
bring about significant treatment cost savings, this is onset by increases in 
other (non-treatment) costs. Mechanic (1996) concludes, '~the best research 
suggests that the approach has a positive cost-benefit outcome, although it is 
not necessarily less expensive than traditional care" (p 373). 
In additioll to these considerations, potential cost reductions of community-
hased care are limited by specific variables of the service setting. This was 
demonstrated in a randomised control trial of two models of care (community 
multidisciplinary teams and hospital-based care programmes) t()r discharged 
psychiatric patients ill London (Tyrer et aI., 1998). While clinical outcomes 
for the two groups wcre essentially similar and there were fewer admissions in 
the community group, the results were overshadowed by marked cost 
differences between the two areas in which the study was set (inner and outer 
London). The extra cost was attributed to the lack of available beds in the 
outer London setting, which required the use of extracontractual referrals to 
other hospitals. 
1'\lrther examinations have been conducted or the service utilisation elTed or 
thc introducl ion or a community mental health (CMH) centre, with an 
emphasis on outpatient services Ji)f long term psychotic patients (StclunSsolt 
Cullbcrg, & Steinholtz Ekecrantz, 1990). The context was a delil1L~d 
catchment urea or 75 000 inhabitants ncar Stockholm, Sweden. During lhe I) 
years j()Jlowing the establishment of the eMIl centre, 3 inpatient wards (with 
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a total of 58 beds) were added to the centre. Emergency cases were redirected 
to primary care services or to the emergency department 0 f a general hospital, 
and the number of doctors in the CMH centre increased 4 fold. Table 2.14 
shows selected trends over a 9-year pt.~riod. 
Tahle 2.14 Numbers (~/ patient visits and admissions for 1975-76 and 19R4-R5 
with relative differences between periods and ratios (?l inpatient to 
. _____ .r:~ltp!~!!.ent utilisation f)'Ieji:!..."!.s.wn et al., J990). 
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During this period there were significant shifts m the diagnostic protile of 
patients attending the CMfl centre. There were decreases in service use by 
first time users (-54%), patients ii'om lower social groups (-53%) and those 
with crisis diagnosis (-71 %), while the number of patients with psychoses 
increased (126%). 
The study by Stelimsson ct aI., (1990) provides an indication of the tluidity of 
patients' service utilisation across hospital and community settings, as wcll as 
the range of factors that inl1uence this process. More importantly for 
understanding the relationship betwecn hospital and comrmmity servicc 
utilisation, the study indicates that while inpatient/community ratios changed 
relatively little, there were a complex array of factors that underpinned these 
changes. I n short, the ratio 0 r hospital to community psychiatric services must 
be supplemented with an understanding of the details of the nature of the 
servicc being provided, the diagnostic sprcad of the patients, their socio-
economic status, clinical practice beliefs, policy isslles and financial 
constraints. 
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2.2.5.2 Community/hospital ratios in developing countries 
In developing countrics, lew studies were Ji.mnd which compared the relativc 
service use of hospital and community-based care. No controlled studies 
could be f()und which compared the cost or ell(~ctiveness 0 f hospital and 
community-based care. 
The elTectiveness of community mental health servIces 1Il Shanghai has been 
examined, without comparing these specifically to hospital services. In a case-
control study, patients who participated in any of 3 community interventions 
were compared with those who received no community intervention. The 
community interventions included: (a) a community {{)lIow-up programme in 
psychiatric outpatient clinics at pnmary level general hospitals; (b) 
"guardianship networks" operated by non-prolessional volunteers; and (c) 
work therapy stations. Over a period or 2 years, symptoms and social 
[unctioning improved dramatically in the treatment groups (Zhang, Yan, & 
Phillips, 1994). 
There arc several descriptive studics of deinstitutionalisation programmes ill 
developing countries. Zimbabwe has established a national system of primary 
health clinics. in an attempt to reverse the pattern of centralised psychiatric 
care in urban areas. The (unctions of the clinics include screening or common 
mental disorders, communily education and prevention. In addition to two 
psychiatric nurses assigned to each province, there arc two psychiatric nurses 
in each of the country's 55 districts (Chikara ct aI., 1991). 
In Botswana, community psychiatric serVIces introduced in 1977 Icd to 
halving of annual admissions to the single mental hospital (Ben Tovirn, 19X7). 
I npatienl numbers dropped from a high of 500 during the 1960s and 70s to 
betwecn 100 and 120. Costs IDr mental health care decreased. Crucial to the 
success of the programmes were strongly established extended (~1mily 
networks, a system of 300 community level Family Welfare Educators 
(FWE':s) to supplement the existing one psychiatrist and 8 psychiatric nurses. 
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In Nicaragua, substantial changes in mental health care followed the 1979 
political revolution. Beds in psychiatric institutions were reduced Irom 2600 
to 1200 between 1979 and 1987 (Voge1man, 1(88). Community involvement 
centercd around 15 mental health centres, which served dual functions of 
catering {c)r community fCIJ[OW-UP and treatment 0 f severely disturbed 
psychiatric patients; as well as crisis intervention and treatment tClr less severe 
conditions. [n a separate study, it was Ilmnd that these centres were used lew 
the tollowing reasons: psychiatric (36%), family eontlict (15%), war related 
problems (14%), alcoholism (9%) and other (26%). (Jeneral hospitals were 
also used as referral centres (Kruady, Liberati, Asioli, Saraceno, &, Tognoni, 
1(87). It has been argued that the success of the 'new model' of mcntal hcalth 
in Nicaragua was based on psychology, social work and community work, 
rather than just psychiatry (Vogelman, 1(88). 
I n Jamaica, betwecn I 960 and 1990 there has been a relatively successful shin 
from hospital- to community-based care (Hickling, 1994). In addition to 
reduced bed/population ratios and admission rates, the percentage of paticnts 
seen at clinic level in 1990 was 10% higher than in 1975, although the actual 
numbcr of patients treated had J:i.tllcn by 6% over that period. Nearly three 
times as many patients were seen in home visits in 1990 compared to 1975, 
and transfers to Jamaica's single psychiatric hospital fell by 79% over the 
same pcriod. 
Several studies have indicated the importance of drawing on traditional 
support systems as an adjunct to li.>rmal psychiatric care. The importance or 
tllmily involvement in support or patients with chronic mental illness in 
developing countries has been emphasised. [n a study of 226 patients in a 
long-tCTI11 care unit in Nigeria, discontinuation of visits from members of the 
extended family contributed to long or indefinite patient stays (Jegede ct aL 
1(85). It has been suggested that because many Nigerian patients' tlunily 
members play an important role in patients' decision,', about the kind or 
practitioners to consult, psychiatric care in that country could be improvcd by 
training primary health care workers to give mental health cducation to lhe 
communities and t1unilies they serve (Abiodun, 1(95). In Jamaica, the 
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deinstitutionalisation process has had to rely on extended Hunilies to ael as 
responsible case managers and provide supervised community housing 
(Hickling, 1994). In the development of an integrated and comprehensive 
public mental health programme in Guinea-Bissau 1rom 1983 to 1994, most of 
the services were provided hy 850 primary health care workers (De .long, 
11)1)6). De .long demonstrates the imporlanee of sound epidemiological 
research, government supported interventions and alliances with local healers 
in the development of the service . 
.legede et aI., (11)85) also stress the importance of traditional and religious 
healers in providing mental health care when this is not availahle from western 
psychiatry. Chikara et aI., (] (1) I) support the role of traditional healers in the 
provision of mental health care and the integration 0 r beliefs ahout mental 
health into t.he cultural and religious belief system in Zimbabwe. This is in 
spite of the fact that traditional healers remain separate from government 
hospitals and clinics. Freeman et aI., (11)94) echo the importance () r culturc-
specific community intcrventions especially in developing countries wilh 
(ewer (~lcilities, for example Botswana and Nicaragua. 
Community/hospital ratios in South Africa 
In South Africa, the model of community-based service delivery has becn 
pioneered in "the Free Stale model" (Gagiano, 1990; Gagiano & Ie Roux, 
1995; Frecman et al.. 1999a; Freeman et aI., 1999b; Lee d aI., 1999a; I,ee cl 
aI., 1999h). From] 985, the Free State reduced its institutional and tertiary bed 
numbers by morc than 90%, and increased community care through the 
development of services at clinic level. Community consultations increased 
Irom an average of a little over 1000 people consulted per month, to over 
5000. The deccntralisation or services, and the development of mental health 
care in secondary services have improved patient access considerably, 
although Freeman ct aI., (1994) have commented on the ongoing diJliculties or 
developing racial equity. 
In the post-apartheid era, this model of reduccd long-tcrm hospital care, wiLh 
the development of community services and acute beds in secondary hospilals, 
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has been framed in national policy (Department 0 fHealth, 1997). Some 
recent work has been commissioned by the Dcpartment of Health to assess the 
potential Jor deinstitutionalisation in two large South Aii-ican institutions: 
Tower hospital in the Eastern Cape and Madadeni hospital in KwaZulu-Natal 
(Dartnall, Modiba, Porteus, & Lee, 1999). The authors emphasise the dangers 
of rapid deinstitutionalisation without adequately planning fix the service and 
facility needs of chronically mentally ill patients in the community. Thorn 
(2000) has strcssed the need J()[ further research into deinstitutionalisation and 
the development ofcommunity-based mental health care in South Africa. 
Community/hospital ratios: conclusions 
While little research has been conducted which directly calculates 
community/hospital ratios, much of the international literature describes a 
trend of deinstitutionalisation and the development of community mental 
health services during the past 40-50 years. This trend, whjlc complex and 
difficult to negotiate, is seen to make better use of sparse mental health care 
resources (speciJically delivering care at lower cost and with better outcomes) 
and to respect the rights and humanity of people with severe psychiatric 
conditions. In South Africa, this model of service delivery has heen pioneered 
in the Free State, and has he en fiamed in national policy_ 
Until now there havc been no indicators developed specifically to measure the 
relationship betwecn hospital and community services in mental health care in 
South Africa. There are several advantages to developing anel reporting 
community/hospital ratios that can monitor the relative resources and 
utilisation of community and hospital services. 
LJ Community/hospital ratios can provide a broad description of the 
relative utilisation of hospital and community services. 
u They can also provide some information on the input (resource) 
requirements of each. 
u They can be used to monitor the planned process of 
deinstitutionalisation over time. For example, present 
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community/hospital ratios can serve as an indicator, against which to 
compare future scenarios. [t can be argued that such mcasures arc 
useful to avoid repeating the mistakes of developed countries, where 
community service development has often failed to keep pace with the 
downscaling 0 r psychiatric institutions. 
w Community/hospital ratios can be compurcd across provmces, 
providing a summary of the rc1ativc emphasis a provincial service 
places on hospital or community servIces. Tins can assist with the 
development of national equity. 
2.2.() Bed occupancy rates 
The bcd/population, stafli'population, staif/patient and some of the 
community/hospital ratios discussed so far, arc all indicators of the allocation of' 
resources, or input in mentul health care. Bed occupancy rates are indicators of the 
process required to provide service items. 
Bed occupancy rate is a gross measure of bed utilisation in a hospital (Monitor 
Compuny, 1995). Beyond its usc as an indicator in general hospitals, there is 
precedent in the literature fi.)l" the use of bed oecupuncy rate as an indicator or 
psychiatric care (Powell ct aI., 1995; Ensink et aI., 19(7). 
According to some authors, bed occupancy rates generally decrease as the level or 
cure of the hospital decreases (Monitor Company, 1995). For cxample, in most 
developing countries there is low occupancy at district level. A lower bed occupancy 
rute also indicates that the average cost of the services bcing delivered is higher (han 
that of a higher bed occupancy. However, an excessively high bed occupancy rate 
does not necessarily indicate better hospital performance. I f the volume of services 
cxcceds that designed fIX the facility, the scheduling of service activities, maintenam:e 
and managemcnt become more costly and difficult. 'fhis may lead to other negutive 
consequences stich as poor quality service, inadequate stall time spent in contact wiLh 
patients and increased average length of stay. 
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As with other indicators, caution should be adopted in using bed occup,mcy rate as an 
indicator of levels of care without examining the broader context of inpatient care. 
The rate of bed occupancy is informed by other input and process indicators including 
bcd/population ratios, stafJ7patient ratios, lengths of stay, admission rates and 
readmission rates. In addition, bed occupancy rates are only meaningJitl if 
supplemented by information on standards or quality of care, level of stalT experience 
and expertise, practice guidelines, clinical policy, and the available lllcilities within 
tht.~ inpatient sdting (Porteus et aI., 1998). 'rhis infi)fmation must be kept in view 
while comparing bed occupancy rates across difl:erent mental health systems, and III 
assessing the generalisability of particular hed occupancy rates. 
2.2.6.1 Red occupancy rates in developed countries 
Bed occupancy levels have become a locus of some attention in developed 
countries during the deinstitutionalisation era. This is largely because reduced 
numbers of beds and lengths of stay have increased the prt.~ssure on service 
providers and health nk'lnagers to make more efficient use of available beds. 
I n some settings, the demands of deinstitutionalisation have stretched acute 
inpatient facilities to breaking point. For example, it has been reported that the 
mean bed occupancy for 54 National Health Service acute psychiatric units in 
29 districts in London over a 4-year period was 97.5% (Powell et aI., ] 995). 
There was significant variability between different areas, with inner London 
units exceeding 100% occupancy on 49% of occasions. PowelJ et aI., (1995) 
argue that bed occupancy rates have become lmacceptably high and need 
carefiJl monitoring. T'hey also state that these occupancy rates migbt lead to a 
breakdown in the services unless corrective action is taken. 
In a review of bed occupancy rates in acute psychiatric inpatient facilities in 
Northern Ireland, bed occupancy rose across 3 separate years (J 987, 1991, 
1995) (Kelly, ] 998). This increase was associated with a reduction in the 
number 0 f acute psychiatric beds, reduction in adult continuing care beds, 
increased recorded referrals lo psychiatric units, evidence 0 f considerable 
increases III new long-stay patients and dilliculties with community 
placements. Acute bed occupancy was reported as being high and continuing 
to risc, with 100% occupancy in some settings. The authors expressed 
77 
2.2.(,.2 
concern that if serVIces were not developed, mental health need would 
inevitably outstrip available services. 
In the deinstitutionalisation programme of an Australian mental hospital, the 
bed occupancy It)r the entire hospital of 638 beds was 84% at the onset of a 
deinstitutionalisation programme (.lames, 1987). This increased to 8M/o alkr 5 
years of the programme. However, a control hospital, which continued to 
deliver traditional psychiatric services, maintained exactly the same bed 
occupancy during the same time period. The small magnitude of the increase 
in the fbrmer hospital limits the conclusions one can draw from this study. 
In a recent survey of medium-secure units in England and Wales, average bed 
occupancy was reported as 90% (Jaycock & Bamber, 2001). 
it is clear that relatively lew studies of bed occupancy have been publisheu ill 
peer review journals. These indicators are usually published in hospital and 
other health service reports. Wider dissemination of this data in published 
articles might contributc to greater examination of bed occupancy as all 
indicator in hospital services. 
Bed occupancy rates in developing countries 
Studies of bed occupancy in developing countries wcre found to be even more 
sparse than those in developed countries. In Zhejiang province, China, the bed 
occupancy in 38 psychiatric hospitals fell steadily over a IO-year period, due 
to increasing hospital costs f()f patients, to an averagc of 67% (Phillips, 20(0). 
I n Tanzania, during a 3-year programme to deliver mental health care through 
primary care services in thc early 1980s, bed occupancy rates in the 
psychiatric units which served the area under study reportedly dropped by 
50(% by the end of thc 3-ye::u' period (Kilonzo et aI., 19(8). The actual bed 
occupancy rates were not reportcd in this study. 






Bed occupancy rates in South Africa 
In the only South Afi'icHn study of bed occupancy in mental health care, the 
mean bed occupancy rate f()f psychiatric inpatient facilities in the Western 
Cape has been reported as 87%, which was 18% higher than the mean bed 
occupancy rate fix all other public general hospitals in the province (Ensink et 
aL, 1997). The authors point out that there was a wide variation in bed 
occupancy in psychiatric tacilities 
approximately 40% to over 90%. 
within the province, ranging thm1 
They argue that because of high bed 
occupancy rates, therc is no ovcrprovisioIl of beds in the Western Cape, even 
though the bed/population ratio is high compared to other provinces. 
Bed occupancy rates: conclusions 
There is wide global variability in bed occupancy rates in inpatient psychiatric 
settings. Developed countries appear to have gcncrally higher occupancy 
rates, possibly associated with more e1Ticicnt use of services. Bed occupancy 
appears to have increascd steadily as deinstitutionalisation has required fewer 
beds to service populations. In many instances this has placed stringent 
demands 011 the use of available beds. I n South Africa, little research has been 
conducted into bcd occupancy in mental health facilities, hitherto f()cusing 
only on occupancy within one province. There is a need to report data for this 
indicator of the process of mental health care in inpatient settings in South 
Africa. 
Admission rates 
Admission rate is a usetiJl process indicator that reports the number of patients who 
arc admitted to psychiatric inpatient tilcilities over a givcn time period in a spccified 
population. Admission rates are particularly pertinent for assessing service use by 
patients with severe psychiatric conditions, who arc more likely to need inpatient carc 
than other psychiatric patients. It is a means of measuring both the admissions of 
patients in need of chronic carc (which may he rcpeated) and those who may only 
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reqUlre single admissions. It is therefore an important supplement to inti:mmttion 
supplied by input indicators, such as bed/population ratios. 
As with other indicators, admission rates are highly dependent on a number of other 
parameters (Ilickling, 1991) such as: 
o the number of available beds (bcd/population ratios) which will detemline 
whether beds arc available to house admitted patients, and therei()re 
whether patients can be admitted; 
u the number of available staiT (staft7patient ratios) which will determine 
whether staff are available to care «)[ admitted patients; 
lJ length of stay, which will determine how long patients will be admitted 
and, if discharged prematurely because of pressures to reduce length or 
stay, whether they will need to be readmitted; 
u availability of community services, which may prevent relapse or manage 
patients in the community, thereby reducing the likelihood ofadmission; 
u standards or quality of care, which may lead to improved care ill either 
hospital or community settings and reduce the need lor admission; 
u level of stalT experience and expertise, which may lead to more ellective 
care and thereby reduce the need ti:H admission; and 
u practice guidelines and clinical policy, which will stipulate the criteria f()f 
admitting patients, both voluntarily and involuntarily, and thereby 
influence the rate at which patients are admitted. 
This is illustrated in the following studies, whieh have reported on tbe Jilctors 
associated with variations in admissions to psychiatric inpatient lacilities. 
I n the context () r community-based mental health care, admission rat es are particularly 
dependent on the way in which patients are managed in the community. For example, 
during the 1 years of the introduction of a primary care mental health team in 
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[,iverpool, UK, although the number of new referrals to the health service remained 
the same, the utilisation of inpatient beds dropped by 38%, as a result of patients 
being managed more successfully in the community by the mental health team 
(Sharma, Wilkinson, Dowrick, Church, & White, 2(01), Admissions may also be 
dependent on social factors beyond the control orthe health service. For example, in 
f()rensic settings, a linear correlation has been demonstrated between admission rates 
to secure 1()rensic psychiatric inpatient services and measures or socio-economic 
deprivation in patients' catchmcnt area of origin (Coid, Kahtan, Cook, Gault, & 
Jarman, 2001). In addition, legislation may atlect the rate at which psychiatric 
patients are admitted (0 inpatient facilities. For example, in England, iormal 
admissions to psychiatric hospitals rose by 63% between 1984 and 1996. This 
increase was mainly accounted I{)r by changes in the llse of part fl of the Mental 
I (ealth Act, 1983 (Hotopf, Wall, Buchanan, Wessely, & Churchill, 2(00). 
Geographic mobility has been shown to be high among patients admitted to inpatient 
services in inner city London, and it has been suggested that it should be recorded and 
used as a predictor of admission to inpatient services (Lamont et aI., 2(00). Clinician 
Gharacteristics, the service setting and the availability of beds have been reported as 
significantly predicting involuntary admissions to psychiatric emergency facilities in 
the USA. No patient characteristics such as diagnosis, age, sex and insurance status 
were significantly associated with the decision to admit patients on an involuntary 
basis (Engleman, Jobes, Berman, & Langbein, 1998). 
Ethnicity has also been identified as a factor in psychiatric admissions in the UK. In a 
point-prevaJence study in 1994, admissions to an NHS Glcilities in the North and 
South Thames regions, as well as 7 private psychiatric units, were examined. 
Analysis revealed that a high proportion of the black population were admitted to a 
psychiatric unit; black patients are more likely to be admitted under section; to be 
placed in locked wards; to have an inpatient diagnosis of schizophrenia; and not to be 
registered with a general practitioner. The authors conclude that t here is an over-
representation of black patients in psychiatric services. They argue II]!' the need to 
examine appropriateness, access and quality of care, as well as the urgent need to 
incorporate racism awareness and statf training into service development (Koffman, 
Fulop, Pashley, & Coleman, ] 9(7). 
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In Rome, I taly, the adjusted odds ratio tin psychiatric admission has been shown to 
increase signiflcantly with the following variables: severity of symptoms; presence of 
paranoid states, schizophrenic psychoses, aflective psychoses and acute psychotic 
conditions; a history of outpatient treatment; the presence of a statT member of a 
community mental health lacility when presenting at the emergency room; and the 
availability of beds in the psychiatric ward (Mattioni et aL. 1999). 
An understanding of admission rates therC/iHe reqUITes iniimnation on the broader 
mental health system in which those rates are reported. 
2.2.7,] Admission rates in developed countries 
Table 2.15 provides a summary of the admission rates reported in the literature 
in developed countries. The tigures indicate considerable variability from 220 
annllal admissions per 100 000 population in Emilia Romagna, Italy to 
estimates of 766 based on National Institute of Mental Health (NIMH) reports 
in [he USA This variation supports claims noted in the literature that 
admission rates are contingent on a range of social, service and patient-related 
t[1etors (Hickling, 19(1). 
An example of the importance of demographic factors in admission rates is 
provided by estimates of increased inpatient admission rates in the USA 
between 1986 and 1990 (see Table 2.15). Further projections have been made 
of admissions to specialised mental health organisations in the USA from 1990 
to 2010 (Goldsmith. Manderscheid, Henderson, & Sacks, 1993). Projected 
admissions arc based on projections of general US popUlation growth f()r the 
period 1990 to 2010 (and trends in the inpatient admission rates bet ween J 986 
and 19(0). For this period the civilian population is expected to grow 12.8(X), 
{j'om 248 to 280 million people. The elderly population is expected to grow at 
a much taster pace (24.7%). The authors stress the need ()f the development 
or US mental health services in keeping with the projected admission increase, 
particularlyf()f elderly people. 
Table 2. annual admission rates per 1 population in countries 
Study 
(Hafuer, 1987) 
(Goldsmith et al., 
1993) 




















rate of admission for 1977 to 1987 
Estimates for 1990-2000 based on inpatient 
admissions reported by NI~ for 1986 
1990 estimates based on inpatient 
reported by:\,IMH 1980 to 1 
State Hospital records for 1985 
Hospital admission records for 1986 
Psychiatric hospital admission rates 
Psychiatric hospital admission rates 





















The effects of deinstitutionalisation appear to have had varymg ellccts on 
admission rates. In Mannheim, Germany, admission rates were reported to 
have increased, associated with reductions in available bed numbers, shorter 
admissions and more frequent readmissions (1-lalner, 1987). In other 
instances, such as the deinstitutionalisation programme in Emilia-Romagna, 
Italy, admission rates remained relatively consistent over the 10 years in which 
patients were gradually discharged to an extensive range of community 
psychiatry facilities (Fiorilli et aI., 1997). 
Admission rates in developing countries 
In developing countries characterised by deinstitutionalisation programmes 
and the development or community services,taliing admission rates have been 
reported. These arc thought 10 reflect bo1h reduced bed numbers and the 
successful management of patients in the community (Hickling, 1991). For 
example, psychiatric hospital admission rates in Jamaica fell 50% from 136 
rer IOn non population in 1971 to 69 per 100000 in 1988 (Hickling, 1991; 
Hickling, 1994). Hickling associates this with the etlicacy of the community 
psychiatry service and the programme of decentralisation established in 
Jamaica in 1972. Thcse findings also serve to illustrate the usetliiness of 
admission rates, not only in indicating hospital service usc, but also the 
successlul management of patients in the community. However, I tickling 
(1991) warns that low admission rates should always he interpreted with 
caution, because they may also indicate: (a) poor reJerral procedures; (b) 
under-diagnosis; and (c) unmct need tCH services. 
In Botswana, community psychiatric serVlces introduced in 1977 led t.o 
halving of atillllal admissions to the single mental hospit.al (from 950 to 450) 
(Ben Tovim, 1987). 111 Tanzania, Jhllowing the implementation of a 
programme to provide mental health care through primary care services /()r 
identified target conditions during 1980-1983, there was reportedly a 
"dramatic drop" in the number or patients admitted 10 psychiatric units in t.he 
local areas under study (Kilonzo c1 al., 1998). Unt()rtunatciy exact admission 
rates were not made available. 
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2.2.7.3 Admission rates in South Africa 
2.2.7.4 
No studies could be located which report admission rates to psychiatric 
bciJities in South Africa. 
Admission rates: conclusions 
Evidence from the literature indicates that admission rates are a complex 
phenomenon and are sensitive to a range of factors. In certain in.stances 
deinstitutionalisation has been associated with increased admission rates, 
while in other instances, admission rates have decreased in association wJth 
the development or community-based services. 
These patterns seem to indicate that admission rates are particularly sensitive 
to the sllccessful management of patients in community settings. Sharp 
increases in admission rates are likely to indicate that deinstitutionalisation is 
proceeding too rapidly, with patients not being adequately supported by 
community serVIces. The monitoring of admission rates is important, 
particularly in the light of current plans in South Afi-ica to reduce hospital-
based services and develop community-based care for people with severe 
psychiatric conditions (Department or Health, 1997). Admission rates would 
be a lIseJhl way of monitoring this process and tbe effect on service utilisation 
patterns. The absence or any studies that rcport admission rates in South 
AfTica underscores the need lor this data. 
2.2.8 Length of Admission (Average Length of Stay: ALOS) 
'rhe average lengt.h of stay (ALOS) has fi-cquently been studied as an indicator of 
hospital resource utilisation (Chang, Brenner, & Bryant, 1(91). The monitoring of 
average length of stay is an important process variable in determining appropriate and 
dlicient use of inpatient facilities, and is a concept rcadily understood by doctors and 
planners alike (Priest, Fineherg, Merson, & Kurian, 1995). 
As an indicator of hospital resource utilisation, reduced lengths of stay have been as 
much a benchmark or deinstitutionalisation as reduced bed/population ratios_ Hafiler 
(19R7) reports that/()f the North Rhine-Westphalia region of Germany (population 
more than 8 Inillion) [(Jr the period 1950-1984, the most important factor in the 
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declinc in need for psychiatric beds was the substantial decrease in the average length 
of hospital stay. Similarly, the length or stay in psychiatric hospitals in Finland, in 
keeping with international trends, has decreased dramaticaHy in the era of 
deinstitutionalisation. In Helsinki, the mean length of hospitalisation i(x "first-time" 
patients suf1cring from schizophrenia was 148 days in 1960, 72 days in 1965, and 38 
days in 1970 (Nieminen, Isohanni, & Winblad, 1994). In Amsterdam, lengths of stay 
in psychiatric hospitals have also decreased since the 1970's (Dekker & Vom den 
Langenberg, 1(94). In Sweden, the average stay in mental hospitals decreased Irom 
298 days in 1960 to 81 days in 1977 (Holmberg, 1988). In a hospital undergoing a 
programme of deinstitutionalisation over 5 years in Adelaide, Australia, as bed 
numbers Jell by some 45%, the average length of stay dropped Irom 57 to 37 days 
(James, 1(87). In the USA there was a 41 %) decline in length of stay between 1971 
and 1975, a decrease in median length of stay t1'om 44 days to 26 days (Geller, 20(0). 
The pattern in mental healtb care has paralleled general health care where there has 
been a steady decline in lengths or stay in most developed world hospitals in the last 
30 years (Monitor Company, 19(5). This trend is seen to be associated with reducing 
the costs or care and integrating psychiatric patients into their communities (sec 
Section 2.2.5). 
At present, although a shorter stay IS recommended, the optimal length of 
hospitalisation is still controversial. According to some authors, there is consensus in 
the literature that long-term hospitalisation in long stay or acute admission wards is 
undesirable (Allen, Baigent, Kent, & Bolton, ] 9(3). But Geller (1997) argues that the 
issue oflengths of stay li)r psychiatric inpatients is complex. It is not adequate simply 
to reduce lengths of stay in a unit(Jfm manner. For example, there is a signiticant 
dif1erence between decreasing the average length of stay fhr a patient with a chronic 
psychotic condition from 10-20 years to 1-2 years, and decreasing the length of stay 
fin an acute inpatient admission from 20-40 days to 4-8 days. Factors such as the 
specific needs of patients, the nature of the facility, numbers of available beds and 
stan: admission rates, readmission rates and del~lU1t rates all infDrm lengths of stay. 
In addition, Hafner (1987) argues that dischargc policies have a crucial eJlect 011 
inpatient services, and that a precondition tor speedier discharge is a well coordinated 
comprehensive community mental health service. 
86 
2.2.8.1 ALOS in developed countries 
Studies that report average lengths 0 f stay If] developed cOlmtries arc 
summarised in Table 2.] 6. 
or note in Table 16 are the extremely long average admission lengths in 
Japan. Some authors have noted that although Japan has attempted to develop 
community-based care, psychiatric institutions have not been downscaled 
(Inoue, ] 998; Shinthku, 1998). The result appears to be a pattern 0 r care 
marked by high bed/population ratios (see section 2.2.2), low stafJJbed ratios 
(see section 2.2.4) and long ALOS. 
Rosenheck and Astrachan (1990) report in their study (,rable 2.16) that there 
were significanl diflerences in average length of stay across regions. For 
example, the longest lengilL'l of stay were [{mud in the Northeast and Mid-
Atlantic regions of the lISA where figures were more than 20% higher than 
the corresponding figures for the entire nation. This was in spite or the filct 
that. no consistent differences between regions were identified fiw the Humber 
of episodes of care per 100 000 population. The authors conclude that average 
length of stay appears to be strongly influenced, at least in public sector 
organisations, by the number of psychiatric beds available. In this study, 
regional lenbrths of stay in VA medical centres and in state and county mental 
hospitals were strongly correJated with the number of occupied beds ICll" all 
organisations taken together: lower avcrage lengths of stay correlated with 
lower bcd/population ratios. The authors conclude that tt)l' public sector 
services (i.c., those that serve poor and chronically mentaHy ill patients), bed 
availability has more of an impact on the provision of eare than in private 
sector facilities, which have traditionally been able to shape and select their 
patient populations. 
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Table 2.16 of psychiatric facilities 
Study Place 
(Holmberg. 1988) Sweden 
(1\ icminen et 
1994) 
(La"VTence et al., 
1991) 
(Lawrence et a1., 
1991) 
Therapeutic community 






Average stay mental hospitals, 1977 
Medians of patients' length 
1977-1991 
during 
Medians of patients' length of stay during 
1971-1978 













(Rosenheck et al., Veterans Affairs (VA) 
1990) facilities 
(Chang et aL 
199] ) 





Total days care divided by episodes 
care during 1983 
days of care divided by episodes of 
care during 1983 
Yledian of stay during] 987-88 
Average length of stay 1989 
(Federman et 
2000) 




2384 treatment episodes of 
1 patients 
901 admissions of 
patients 
1149 admissions of 607 
patients 
853 admissiOlL'l of 482 
patients 
81 821 000 bed-days; 
1 995 634 episodes of care 
81 821 000 bed-days; 













26. 7 (1 
12.0 (1998) 
The importance of bed availability was confirmed in a review of mental health 
service utilisation over one year in Nordic countries. The number of days in 
voluntary inpatient care showed a significant. and st.rong correlation with the 
rates of short-term beds (F"0.89) (Hansson et al., 1998). This seems to 
indicate the impact of service availability (beds) on lengths of admission, 
despite the finding in this study that on aIJ other measures correlations 
bet ween levels of resources and service utilisation by patients with functional 
psychosis was generally low. 
In Australia, the impact of the integration of a psychiatry ward with a 
community psychiatry service on median length of stay has been examined. 
Two functionally identical wards were compared, with one ward undergoing 
integration. Measures were taken 6 monLhs before and after integration. The 
median length of stay on the integrated ward more than halved compared to it s 
own baseline and the control ward. Twelve beds were closed as a result ofthe 
etliciencies generated by integration. Importantly, readmissions did not 
increasc i()r the integrated ward due to eJl:ective community managemem of 
the discharged patients (Mellsop, Blair-West, & Duraiappah, 1997). The 
study shows the direct impact on ALOS of reduction of bed numbers and 
integration with community services, as well as the potential to manage 
readmissions if services are organised efi(x1ively. 
Factors associated with delays in discharge have been reported as a means 0 f 
understanding ALOS and identiiying ways of reducing inappropriately long 
admissions. In 12 adult psychiatry units in general hospitals in Vancouver, 
Canada, patients whose planned discharge was delayed had significantly 
higher scores fin disorientation, hallucinations, conceptual disorganisation and 
manifest psychopathology and significantly lower scores t()r Community 
Adjustment Potential (CAP) (p<O.05). Delayed patients were found to be 
more likely to need services, 10 need or be wait listed for a residential 
placement, to be a client of the CMHT which provides ongoing community 
support to patients, to have a diagnosis of schizophrenia, and to have had no 
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prevIous psychiatric hospital admission (Kelly, Watson, Raboud, & Bilsker, 
1998). 
Attempts have been made to reduce delays in discharge by changing service 
variables and observing the efteet on placement or patients. A study 
conducted in Glasgow, Scotland, examined the effect of improved social work 
liaison for patients aged 18-65, who had spent longer than 3 months in acute 
psychiatric inpatient facilities (Connolly & Ritchie, 1997). Aller a period or 
one year, improved liaison did not shorten the length of stay of the 
inappropriately placed patients. The authors concluded that additional factors 
such as limited access to rehabilitation placements and patients having 
complex physical and behavioural problems made placement elsewhere 
difticult. 
The average length of stay for acute facilities Crable 2.17) indicates less 
variability, in keeping with the nature of the facility. '1'his seems to relleet 
some consensus on the length of stay which is generally oHered within acute 
tilcilities, although, as some authors note, acute 1acilities ollen continue to 
house patients who are ready fClr discharge because post-discharge f~H.:ilities 
arc not available (Kelly, 1998), 
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Table 2.17 Average length afstay: acute units in 
Study Place 








Sultana, & Buckley, 
2000) 
(Brown, 200 I) 
Psychiatric ward 
general hospital, New 
Metropolitan St Louis 
Psychiatric Centre, 
Missouri, USA 




Median length of stay 
cohort of patients admitted 
over 13 weeks 
Not stated ("Average" 
stay for the period 1984-85) 
of stay tor two 6-
Mean stay for adult 
\vamen under age 50 during a 
one year period (1997-1998) 
"A verage" length 
adult patients with 
diagnosis of psychiatric 
disorder during 1998 
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~ 
(Co hort 0 f patients 
to a 60 bed facility) 
involuntary 
or emergency) 
760 patients admitted to a ] 
bed facility 
492 patients to a 
"large urban state mental 
health facility" 
26 893 patients 









ALOS in developing countries and South Afric~l 
No research was llHmd which reported on length of admission in psychiatric 
HlciJities in these countries. 
ALOS: conclusions 
In developed countries, reductions III average length of stay have been a 
hallmark of the deinstitutionalisation era. A range of factors have been shown 
to be associated with increased length of stay. There is a paucity of data on 
average length of siay in psychiatric facilities in developing countries, 
including South Africa. 
In this country, policy recommendations that hospital serVlces should be 
reduced and replaced with community-based care indicate the likelihood that 
lengths of admission will be reduced in future. This process needs to be 
carefully monitored in order to provide care which is dlective and of 
acceptable quality. ALOS is a useful indicator in this regard. There are ample 
opportunities ti)r Icarning from the lessons of developed countries in their 
cfl()rts to reduce length of stay. 
[~cad mission rates 
Since the 1980s, high readmission rates, associated with deinstitutionalisation and 
shorter periods of hospitalisation, have become a major concern lor protcssionals and 
administrators (Kastrup, 1987). It has been estimated that up to 50% of psychiatric 
pat ients return to hospitals within a year 0 f their Jast discharge, both in devcloped 
countries such as the USA (Lamb, 1981, quoted in Postrado & Lehman, 1995) and in 
developing countries such as Cuba (Kates, 1987). Unnecessary rehospitalisation 
means excessive cost to patients, their families and the mental health service. 
Research has shown that rchospitalisation also has a negative effect on patients' level 
oU1Ulctioning and employment (Postrado e( aI., 1995). 
Oeller (1992) argues that problems of readmission and a revolving door pattern of' 
care are uniquely associated with the deinstitutionalisation era. Comparing the 
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fiJnctioning of one hospital in the USA over 3 decades (1880-1889, 1930-1939, 1980-
1(89), Geller concludes that the current revolving door pattern is not related to 
changes in the patient population but to the change in policies of mental health care 
associated with deinstitutionalisation. Fisher ct aI., (1992) concur, arguing "state 
hospital recidivists have substituted multiple short hospitalisations for the prolonged 
inpatient care that was the much-criticised hallmark of institutional psychiatry in the 
lirst half of the century" (p 385). Although strategies have been adopted to reduce 
high readmission rates, such as case management within a community based system 
of care (Curtis et aI., 1992; Rossler et a1.,1992), the problem of high readmission 
rates remains (ill obstacle to effective and etIJcient community care. 
In this context, the rate of readmission, despite its problems, has frequently been used 
as an indicator of the success or a mental health programme (Kastrup, 1987). As 
might be expected, the factors associated with readmission rates are many and 
complex. In keeping with the evidence from the literature, any reporting of 
readmission rates must be infonned by an understanding of the wider mental health 
system, including bed/population ratios, staffing, available community services, bed 
occupancy rates, admission rates, length of stay and default rates. Broader issues 
related to quality of care, practice guidelines (particularly discharge policies), and 
level of statT experience and expertise aU inform the rate at which patients are 
readmitted to inpatient faci lities. 
2.2.9.1 Readmission rates in developed countries 
Although comparison between different studies is limited by the lack of 
standardisation of the time periods for readmission, a review of rate of 
readmission across different settings is possible Cfable 2.18). As might be 
expected, the studies show increased readmission rates with increased time 
delays following discharge. 
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Table 2.18 Reported readmission rares in developed counTries 
Study Place 
(Fisher et aI., 1992) 5 regions of Massa-
chusetts 
(Swett, 1995) Acute admissions unit, 
New Hampshire Hospital 
(Distefano, Pryer, Louisiana State Hospital 
& Garrison, 1991) 
(Vogel et al.. 1997) 












University of Tubingen 
psychiatric hospital 
Methodology 
Utilisation patterns of psychiatric 
patients over a 4 year period 
Evaluation of patients at discharge 
using BPRS and NOSlE 
Literature revie\v of psycho social 
rehabilitation programmes 
Upjvariate statistical analysis of data 
on all patients hospitalised over a 1 
year period 
Percentage of chronic patients 
rehospitalised on 12 month follow-up 




iillalysis of hospital admission 










periods of time (%) 


















* The hospitals were part of local mental health authorities established by the Robert Wood Johnson Foundation Programme on Chronic 
~ental Illness. 
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Across 5 regions of Massachusetts, USA, in all but one region, the probability 
of remaining outside a state facility fi)r 4 years after discharge was about 50% 
(Fisher et aI., 1(92). 
In a review or the deinstitutionalisation of patients diagnosed with 
schizophrenia in Finland, although community residential Jilcilities were 
developed to keep pace with the reduction in psychiatric hospital bed numbers, 
readmission rates increased during the period 1980-1998. Readmission rates 
were particularly high for patients whose condition had a long duration 
(Salokangas et aI., 1998). In a more specific study of the period 1990-1993 in 
Finland, while bed numbers were reduced by 4540 and admission rates 
remained the same, there was a significant increase in the rate of readmissions 
to psychiatric hospitals (p<O.OOl), particularly in multiple (3 or more) 
readmissions among new patients (p<O.OO 1) (Korkeila, Lehtinen, Tuori, & 
Ilelenius, 1998). 
In a study comparing risk of readmission in two settings (Victoria, Australia 
and Groningen, The Netherlands) Sytema and Burgess (1999) t()lmd that 
although the risk of readmission was predominantly atlected by attributes of 
mental illness, the length of admission was strongly aHected by service system 
variables, including continuity or care. 'fhe authors not.e 1he diflerences 
between the two settings and the eflcct on service consumption, continuity of 
care and risk of readmission, Whereas the Victoria service had more 
developed community resources, more hospital beds were available in 
Groningen (Sytema & Ilurgess, 1999). While the relative risk of readmission 
was the same in both settings, the number of days spent in hospital was much 
higher in the Groningen area, associated with the greater availability of 
hospital beds. AIt.hough a conclusion may be drawn from this finding that 
service variables aflecl length or admission but not readmission, such a 
finding would need to be replicated in a variety of settings before any firm 
conclusions could be drawn. 
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2.2.9.2 
In the USA, attempts have been made to actively reduce readmission rates. In 
one study a multidisciplinary pert()rmance improvement team was chartered to 
monitor readmissions to psychiatric hospitals and implement plans to reduce 
readmissions (Frazier, Amigone, & Sullivan, 19(7). During a 12-month 
period, high-end users (with J or more hospitalisations in one year) were 
identified as having a similar pattern of service use (or "'triggers") prior to 
readmission. These triggers were used to develop a Triggers Intervention and 
Preventioll (TIPS) system, which enabled more eitective early management of 
the identified patients. A comparison of hospitalisation rates pre- and post-
implementation showed a significant reduction in the number of patients who 
had 3 or more hospitalisations, fewer total admissions and a shorter average 
length of stay_ 
The only developing country I(H which literature could be /llLlnd Oil 
readmission rates in mental health care was South Africa. 
Rl~admissi()n rates in South Africa 
Little research has been done in South Africa in the area of psychiatric patient 
readmissions. Readmissions to psychiatric hospitals increased steadily in the 
J nos and early 1980s, to a point where readmissions constituted 45(Yo of total 
admissions in 1984 (Department of National Health and Population 
Dcvelopment, 1984, quoted in Gillis, Sandler, .Iakoct, & Elk, 1(86). 
Gillis et aI., (1986) conducted a follow-up study of 460 sequentially admitted 
patients at a Cape Town psychiatric hospital. Differences in readmission rates 
were reported between races, with 26.5% of white, 41 % of coloured and 42% 
of hlack paticnts readmitted within the first year of discharge (mean: 36.5'%) 
(Gillis et ai., l(86). Factors associated with these racial differences were not 
reported, although there was a marked diflcrence in diagnosis, with 
schizophrenic and ailcctive disorders being more common among bJack and 
coloured patients than white patients. Gillis et ai., (1986) argue that the 
majority of read milled patients require community based care in the form 0 I" 
social weltare, rehahilitation and retraining, sheltered and protected 




Readmission rates: conclusions 
International research seems to indicate that an increase in readmission rates is 
associated with deinstitutionalisation and the management of patients with 
severe psychiatric conditions in the community. Researchers conclude that 
this "revolving door" pattern of care can be controlled through monitoring of 
the factors associated with readmission and actively planning services that 
manage these service- and patient-related variables. 
In South Africa. relatively high readmission rates and the reported increase in 
this rate seem to indicate that discharged patients do not receive adequate care 
in the community and therei{>re require readmission. The monitoring of 
readmission rates in mental health services in this country is therefiJre 
necessary to assess the impact of the proposed downseaJing of institutions and 
development of community-based care. 
Dcf~lUIt rates 
Patient defaults from psychiatric care, whether in the fcmn of missed appointments, 
aftercare dropouts or non-compliance with medication, are phenomena which both 
interfere with treatment programmes and disrupt eflkient utilisation of stalT time 
(Sparr, MofJil1, & Ward, ] 993; Nichoison,1994; Grunebaum et aI., 1996). These are 
costly problems, which are widespread in community psychiatry, appcar at varying 
stages of treatment and present a constant challenge to the treatment team (Chen, 
(991). 
Research shows that between 35% and 50% of patients fail to continue treatment after 
hospital discharge (Chen, 1991). One study showed that when there is little 
involvement Irom staIr in the referral procedure, the rate of non-compliance can be as 
high as 78% (Stickney, Hall, & Gardner, 1980). Although some authors argue that 
patients who drop out of therapy may have done so because of their own satisfaction 
and therefore should not bc regarded as treatment (ailures, this is not applicable to 
patients with severe psychiatric conditions. Many authors argue that schizophrenia 
and m,~ior affective disorders arc recurrent in nature and require long term 
management (Chen, 1991), although there are some voices who dissent on the course 
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of schizophrenia (Warner, 1994). Therefore consideration of default is particularly 
important when investigating the service needs of patients with severe psychiatric 
conditions. 
While de1~llIlts present an ongoing problem to mental health planners and clinicians. 
the rate of default is also an important indicator in mental health care. In the first 
instance it is a measure of the extent to which patients within the health care system 
are not receiving the treatment they require. In addition, non-compliance f()llowing 
discharge 1l)r chronic psychiatric patients is closely associated with recidivism and 
rehospitalisation (Chen, 1991; Swett, 1995). Newly discharged patients who do not 
attend follow-up have been reported to have a two- to three-told increase in rate of 
readmission, compared to those who remain in contact with services (Koch & Gillis, 
1991). Default there10re supplements the inflmnation provided by readmission rates. 
Consequently an understanding of the profile of patients who deJ~ml1 Irom their 
treatment (identitied in the literature as the factors associated with default) provides 
valuable information lor planning prevention of detault and of subsequent 
readmission. Because it is integrally linked to other indicators, particularly 
readmission rate, it is an important indicator of the kind of service which der.c'lUlters 
are likely to require. 
As with other indicators, the reporting of delault rates should be supplemented by 
information on the mental health system from which patients arc defaulting. The 
availability of appropriate community level resources, numbers and skill levcls of 
available staff: standards of care, discharge policies, lengths of stay and the 
availability of altematives to mental health care (such as traditional healers) all intlH1l1 
the rate at which patients del~lUlt from existing services. 
2.2.10.1 Default rates in developed countries 
Default rates I{)r general psychiatric outpatient facilities in developed countries 
are summarised in Table 2.19. "No-show" rates of between 20% and 60% 
indicate the extent of missed opportunities f()(" treatment, as well as the 
inefficient utilisation of sta1f time. 
9S 







et aL Cornell 
Clinic, 
(Nicholson, 1994) London. Ontario 

















Default rate (%) 
After 1st visit After 4th visit 
20-57 31 
9-40 
2.2.10.2 Default rates in developing countries 
[n a 2-year prospective cohort study of 99 patients with non-atl(~ctive 
psychoses discharged irom hospital in Sao Paolo, Brazil, 42% 01' patients 
missed all outpatient appointments tor 2 1110nths (Menezes, Scazu[ca, 
Rodrigues, & Mann, 20(0). Household crowding was the only variable 
significantly associated with poor compliance, with patients living in very 
crowdcd homes being more than twice as likely to show poor compliance than 
those living in less crowded homes. The authors argue that in developing 
countries, socio-eeonomie factors play an important role in compliance with 
outpatient care. 
2.2.10.3 Default rates in South Africa 
Until recently there has been little research conducted into dctault in 
psychiatric treatment conducted in South Africa. Freeman et aI., (1994) finmd 
that] 7% of patients in the Free State could be identitied as 'detaulters,' (i.e., 
had tailed to attend monthly maintenance medication appointments fi)r the last 
4 months), while 39% were irregular attenders (i.e. had failed to attend fix 2 or 
more consecutive months sometime in the previous year). No other studies of 
default rate in outpatient psychiatry settings in South AfTica could he located. 
2.2.10.4 Default rates: conclusions 
2.2.11 
Defaults in mental health care interfere with ellcctive treatmenl and disrupt the 
etlicient utilisation of staff time. Rates of delimIt have been widely reported 
in mental health settings in developed countries. However, little research has 
been conducted into del~lUlt rates in South Africa. Tn the light or limited 
resources in this country, the need to use these resources elficiently anu stated 
policy aims to deliver a comprehensive community-based mental health 
service. the monitoring ofdetuult rates is an important area of research. 
Service ind icators: conclusions 
A review of the literature f()r the ninc identilied servIce indicators shows their 
usefulncss in measuring various aspects of mental health service resources (inputs) 
and provision (process). In pm1icular, these indicators have provided a means or 
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charting the changes undergone in mental health service provision in developed and 
developing countries during the last 50 years. In the context of South African mental 
health service research, there is a dearth of data it)!" these indicators. Although one 
national study has reported input indicators fi)r stair and beds, other studies that have 
reported input indicators have been restricted to speciJic provincial services, or to 
specitic hospitals. Studies of process indicators have been restricted to specific 
provinces (such as the hee State and Western Cape) or spccifjc hospitals. There is 
thereJore an urgent need to report this data at national and provincial level. Data is 
necessary (l) to provide an overview of lhe current situation, post-apartheid; (2) to 
providc a baseline /()r tl1ture comparison, after proposed deinstitulionalisation, as set 
out in new mental health policy; and (3) to inform the development of service norms. 
2.3 Model 
2.3.1 Defio itioos 
The terlll "model" has been used in a variety 0 r senses andt(x a varict y 0 f purposes in 
the mcntal health scrvice planning literature. It has been used to mean a conceptual 
1rarnework ft1r understanding mental health care. For example, Thornicroft and 
'ransel/a have developed a "mental health matrix" as a conceptual model or 
explanatory tool to assist Lll the understanding and improvement or mental health 
services (ThornicroJl et aI., 1999) (see section 2.1, above). The term model has also 
been used to mean a framework Icn the operation of services, including domains of (I) 
level of thcus (population to individual), (2) spectrum or interventions (prevention to 
maintenance), (3) lifespan of target groups (inlllI1cy to old age), and (4) level of 
service (primary, secondary and tertiary) (Raphael, 1999). In a similar sense, a mode! 
has been developed fiJr comprehensive public mental health programmes in 
developing countries, on thc basis of a programme in Guinea-Bissau. This model or 
framework began with clinic-based epidemiological surveys, on the basis of which 
needs were identified, primary health care workers trained in diagnosis and treatment 
of mental health programmes, and evaluation conducted (De .long, 1996). Statistical 
modelling has also been developed to account, fix cxample, lin variations in costs of 
community mental health services (Bonizzato, Bisom, Amaddeo, Cltisholm, & 
Tansella, 20(0). 
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In this thesis, the term model is used in a more specific sense, to mean a too! 1<:)1' 
calculating mental health service resources, hased on an estimation or the need f(H 
services in a given population, The measure or need used is epidemiological data 
(spccilically annual prevalence data). adapted to the demographic profile of a South 
Ali-ican population. 'rhe purpose is 10 provide a rational and transparent framework 
lur calculating the mental health resource needs (speciJically staf1ing and heds) of 
peoplc with severe psychiatric conditions in a local population during an average year. 
The development of a model to calculate resource needs based on epidemiological 
data is conceptualised as an essential step in the planning of services, Together with 
data on current service utilisation and current resources (/i'om the service indicators L 
and consultation with mental health slakeholders, this model can be used to develop 
norms, adaptable Ji)r local planning and tm-get setting, 
Such a model should (Raphael, 1999): 
u be easily understood; 
u provide an optimal structure lhr the delivery of programmes; 
u be flexible enough to respond to changing priorities or emerging needs; 
u provide a lunctional system f()r effective, eilicicnl, high-quality programmes 
across a spectrum 0 I' interventions; 
u be a vehicle I()r evidence-based practice, III response to local commullity 
needs; and 
LJ achieve optimal outcomes by improving the mental health Il'lr the population 
and individuals. 
Currently there arc no models that ful1i1 this function in South AtTica. Methods have 
hcen developed to (1) estimate the need fhr mental health services in pOPlllations 
outside South Afi-ic;;l., (2) calculate the mcntal health resources required to lillfll those 
needs in settings outsidc South AtTica, and (3) calculate some mcntal health resource 
nceds in the context of general health care in South Africa. This section will discuss 
each of these approaches, highlighting their limitations and hencc the need to develop 
a modellil!' planning mental health resources in South Africa. 
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2.3.2 Methods for estimating the need for mental health services 
Need has been defined as "the requirements of individuals to enable them to achieve, 
maintain or restore an acceptable level of social independence or quality of life" (UK 
Department of Health Social Services Inspectorate, 1 (91). Perceptions 0 r need have 
heen shown to vary widely between stakeholders in mental health. For example, staff 
and patients have been shown to agree moderately about met needs, but to agree less 
oncll on unmct nceds (S lade, Phelan, & Thornicrofl, 1998). (For a discussion of the 
distinction between "need" and "demand" sec section 2.4.2., below). 
r~pidemiological research has been used in many instances to measure mental health 
Ileeds in specific populations. Major epidemio logical studies have been conducted in 
the USA (Kessler e1 aI., I 994a), UK (Jenkins e1 aI., 19(8), Australia (Henderson, 
Andrews, & Hall, 2000), Brazil (Andrade, Walters, Gentil, & Laurenti, 2002) and 
internationally (Kessler, 19(9), <lll10ng others. Using epidemiological data gathered 
during the Australian National Mental Healt.h Survey, researchers have argued th<lt 
mental health planning should be based on data about prevalence, disability and 
service utilisation (Andrews, Henderson, & /l all , 2001). Jenkins argues that public 
health policy should be based on the needs of the popUlation, which can best be 
assessed through the epidemiology of psychiatric morbidity (Jenkins, 2001). The USt~ 
of epidemiologically based need assessment to critique current resource allocation in 
fec-fix-service reimbursement schemes has been well demonstrated in Ontario, 
Canada (Lin, Chan, & Goering, J (98). The usc or epidemiological data to estimate 
service need is further suppOlied by findings that the seriousness and complexity of 
illness is significantly related to probability of service use, number of service sectors 
tiseo, mean number of visits and speciality treatment (Kessler et aI., 199Y). 
Ilowever, theinterpretalion of epidemiological prevalence as an indication of the need 
j()r mental health services should proceed with caution. Analysis of the Baltimore 
Fpidemiological Catchment Area data f()Und that 84% of those with mental disorders 
did not seek outpatient trealment during the 6-month period under study (Regier, 
Simpiro, Kessler, & Taube, 1(84). 1 n the surveyor mental health and well-being in 
Australia, some 60'% or (hose Wll0 met criteria i()r an Inlernational Classification of 
Diseases and Related Health Problems (l CD- J 0) disorder did not obtain professional 
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help (from either a general praclilioner or a mental health specialist) (Andrews, 2000). 
[n many instances there is poor correlation between diagnosed conditions and the 
demand for, or utilization of services. 1n Canada, predicted need has been shown to 
exceed service utilization in 7 out of 10 areas f()r all mental health services (Kelly & 
Jones, 19(5). 
The demand ((.)r serVIces may be low relative to need because servIces are non-
cxistent, geographically inaccessible, or poor quality or unaJ10rclablc (WI 10, 200 I c). 
Social stigma may prevent the use of mental health services (Goldman et aI., 200 I; 
Starr, Campbell, & Ilcrrick, 2002). It may be that not all those who fulfil the criteria 
tj)]" a psychiatric disorder experience disability of sullicient severity to seek assistal1ce 
from menIal health services (Andrews, Sanderson, & Beard, 1998; Andrews, 2(00). 
In addition, it may be that local communitics perceive mental health services as 
culturally inappropriate f(Jr their needs (Vega, Kolody, Auilar-Gaxiola, & Catalano, 
19(9). This is particularly pertinent to South Ali-ica, where many patients diagnosed 
with schizophrenia, use dillcrent explanatory models (such as aml~ji{/imyana or spirit 
posscssion) to understand their condition, and frequently make usc of both public 
sector psychiatric services and traditional healers (I ,und & Swartz, ] 9(8). 
For these reasons, prevalence may provide an over-estimation of need, and the 
estimations proviued by a model may need to he adjusted in the light of current 
service utilisation, and the opinions of key stakeholders in mental health. More 
research is needed to explore the phenomenon of unrnct need (Lefehre, Cyr, Lesage, 
Fournier, & Toupin, 2000), patterns of service utilization (WiHchen, 20(0) and the 
criteria Ihr allocating scarce mental health resources (Andrews & Henderson, 2(00). 
Further international epidemiological study, which has a bearing on these issues, is 
ongoing (Kessler, 1999; Wittchen, 2000; WHO, 2001c). 
Because or variations in perceived need, the adaptation of a modd to local servIce 
needs is essential. Several lactors inflmn variations in need. Firstly, variations in 
need may he associated with the availability of services. The European Psyebiatric 
Services: Inputs Linked 10 Outcome Domains and Needs (EPSrI 'oN) stuuv, which 
compared the needs of patients diagnosed with schizophrenia in five European 
countries, f(Hllld that at least part of the variation in inuividual needs hetween 
lO4 
countries was explainable in terms of ditlerences in service provision (McCrone ct aI., 
2001). 
Secondly, variability in needs may be associated with the service setting, particularly 
whether services are located in rural or urban areas. There is a consistent tendency 
across a range of countries for rates of psychiatric disorder to be higher in urban than 
in rural area"; (Jenkins, 2001). This is so not only in developed but also developing 
countries (Canino, Bird, & Shrout, 1987). There are exceptions to this rtlle, iCH 
example in a community survey in Pakistan, levels of emotional distress and 
psychiatric morbidity in a poor urban area of Rawalpindi were found to be less than 
half those in a nearby rural village in the Punjab (Mumford, Minhas, Akhtar, Akhtar, 
& Mubbashar, 2000). Apart from population-based needs, there are other challenges 
10 providing mental health care in rural areas in developing countries, such as limited 
institutional infrastructures, Jack 0 r trained pro Jcssionals, difIiculties III 
communication, and problems ofaecess (MUJ1.hy, 1998). 
A third important variable in assessing the need of a population for mental health carc 
is age distribution. A broad trend is that mental health needs increase with advanced 
age (Murray et aI., 1996). Growing numbers of elderly people in developing 
countries signal an mcrease in mental health burdens within those popUlations 
(L,evkott: MacArthur, & Bucknall, 1995). 
A fourth variable is the level of social deprivation. Several studies have shown that 
there is greater frequency of mental illness among socially deprived populations and 
in inner city areas (Harvey et aI., 1<)96; Koegel, Sullivan, Burnam, Morton, & 
Wenzel, 1999; Kovess, Gysens, Poinsard, ClJanoit, & Labarte, 1999), and that more 
severe mental illness is more concentrated in deprived areas (Glover, Lcese, & 
McCrone, J 999). 
Apart from epidemiological measures, several instruments have been developed to 
assess need lor community mental health services, including the British Medical 
Research Council Needs l{)r Care Assessment Schedule (MRC-NFCAS) (Brcwin, 
Wing, Mangen, & Brigha, 1987) and the Camberwell Assessment of Need (CAN) 
(Phelan ct aI., (995). Needs for care ill the general population have been assessed in 
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conjunction with epidemiological measures. Using the NFCAS, Bebhington cL al. 
(1997) {'llmd that in a population in inner south London, (N-=760) the weighted I-year 
prevalence of hierarchically ordered ICD-IO psychiatric disorders was 12.3(%, while 
10.4(XI 01' the population were identified as having a need for the treatment of a 
psychiatric condition within the whole of the preceding year (BebbingtoTl, Marsden, & 
Brewin, 1(97). Less than half of all needs that could potentially he met were in filct 
met, and there was only a partial overlap between assessed need for treatment and 
diagnosis. 
Because of the importance of population-based variables, approaches to the allocation 
or mental health resources l()r local populations have been developed using census 
data. In the UK, the Resource Allocation Working Party (RA WP) has det(~rmined 
fimding according to regions on this basis (Jarman &1 Lirsch, 1992). Indices of social 
deprivation such as the Jarman index have been widely uscd in this context (Jarman, 
1983). Using this approach, a model has been developed for resource allocation /()r 
public mental health services in Victoria, Australia, including adjustments l()r socio-
cconomic disadvantage, age, gender and marital status, as well as discounting f()r the 
estimated suhstitutive activity of the private sector (Meadows, 19(7). 
In other research, eHorts have been made to determine resource needs, such as tlK' 
minimum and optimal number of psychiatric hospital heds hy measuring quality or 
care with artificial neural networks (Davis, Lowell, & Davis, 1998). 
To summanse, studies that have attempted to measure needs lor menIal health care 
have t()cused on epidemiological data. While there is some consensus that this is a 
useful means or assessing need, caution is expressed that there may be poor 
correlation hetween epidemiological data and thc demand tClf, or utilisation of 
services. Furthermore, local variables may aliect need. These variahles include the 
service setting (urban versus rural), the extent of social deprivation, age distribution 
and the extent or existing services. Apart from epidemiological data, other measures 
have been developed to assess need, including needs /t.lr care assessment schedules, 
and census data. 
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2.3.3 Methods for calculating mental health resource needs outside 
South Africa 
There have been several attempts in recent years to develop hypothetical models to 
estimate mental health service needs and consequent resource implications J()r a given 
population. II istoricaUy, an early attempt was The Tolkien Report: {l description oj' a 
model mental health service developed by Oavin Andrews in New South Wales, 
Australiu (Andrews, 1991). The Tolkien report was written as a response to the 
sllccesses or managing people with severe psychiatric conditions in community 
settings, with a view to calculating Australian mental health service resource needs in 
this light. On the basis of epidemio logical data, Andrews (1991) calculated the need 
!()f mental health services in a specified population over a specified time period, and 
hence the resources (such as beds and st.afJing) required to deliver those scrvices. 
The WorJd Health Organisation (WI 10, 1996b) has developed this method with the 
goal of calculating servicc needs J()r national mental health programmes, specifically 
It)r people with "severe mental disorders". The WHO m()del calculated beds, stalling 
and medication required to care lor people with severe mental disorders in a local 
population 0 r 500 000 people over an average year. 
2.3.4 Methods for calculating some mental health resourct~s in the 
context of general health care in South Africa 
[n South Africa, the Centre t()t· J leahh Policy (CHP) at the University or the 
Witwatersrand has developed Guidelines for Primm:)! Health Care Services (Rispel et 
aL 1996), which detail communi1y menIal health service needs at primary level. 
Although this provides a useful starting point a)r a modelling process, unfortunately 
lhis study does not set out secondary or tertiary mental health service needs in either 
community or hospital settings. The llo'\7Jital S'trategy Project (Monitor Company, 
19<)6) has been the most significant recent development in recommending all()rdable 
guidelillcs f()\" general hospital earc. However, its recommendations categorise 
psychiatric inpatient facilities rather crudely under "chronic hospitals", together with 
tuberculosis hospitals, and recommend a hlanket figure 0 r 40 heds per 100 000 
population l()I" these "chronic" hospitals. Clearly this is a misunderstanding of the 
Itmction 01' psychiatric inpatient lilcilities in the context of community-·hased mental 
health care. 
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Neither or these studies theret()re provide specific details on the comprehensive 
service needs of people with severe psychialric conditions in keeping with current 
health policies. There is a need tor revisioning of the model of mental health services 
in South Alrica which includes both hospital and communily services, with an 
emphasis on the short term management of patients in hospital settings and the 
concerted rehabilitation and treatmen1 0 f patients in the community. 
2.3.5 Shortcomings and the need for a new model 
Evidence Irom the literature seems to indicate that (1) the development of a model is 
llseful for planning the mental health resource needs of a population; (2) the planning 
and resource allocation of mental health services should proceed according to 
evidence or the need I()r mental health care in the community; (3) the best available 
assessment of need is epidemiological data, although other measures slIch as census 
data and measlIres of need-lor-care have been used; (4) there are limitations to the usc 
of epidemiological data, and this data should therefore be supplemented with other 
local data (such as census elata, utilisation data and cultural beliefs regarding the need 
f()r mental health care). 
There arc limitations to the current methodologies fiJr the following reaSOllS. 
International need assessment data (such as epidemiological data and needs-/<)f-care 
studies) do not provide indications of the specific mental health needs or a South 
AlTican population. They also do not provide the modelling methodology necessary 
to calculate local resources, such as beds and stafling. Those modelling 
methodologies that have been developed i(lr mental health care (by the Tolkien report 
and WHO) do not usc data that is specific to South African needs. South African 
modcls that have been developed in the context of general health care do not address 
the speciJk mental health needs or people with severe psychiatric conditions. For 
example, mental health needs have been included with tuberculosis under "chronic 
care" (Monitor Company, 1996). 
These findings show thai there is a need to develop a model to calculate the resources 
required (0 deliver mental health services 10 a local South African popUlation within a 
specified time period. This thesis will set out to develop such a model, drawing 011 
the methodology or the WHO (WIIO, 1996b), which uses epidemiological data as a 
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proxy for need to calculate the mental health resource needs of a local population. 
Adaptations have been made to the assumptions of that model at key points, according 
(0 South Atrican census data and service utilisation data. Some of these assumptions 
draw on the findings and recommendations or both the Centre n.)[ Health Policy 
(Rispel et a1., 1996) and the Hospital Strategy Project (Monitor Company, 1996). 
The limitations of annual prevalence data ti)[ estimating need have been noted in the 
literature. For this reason, annual prevalence data is used as a proxy lor need. J t is 
argued that this model's methodology docs not rest or fall with the use 0 f prevalence 
data. Other measures of need, which generate the data necessary to calculate 




The Concise Oxt()fd English dictionary defines a norm as '"the usual, typical or 
standard thing ... a required or acceptable standard" (Pearsall, 1999). 
[n this thesis, norms are defined as recommended quantitative levels of mental hcalth 
service proVISion. Norms arc conceptualised as being closely linked to service 
indicators, in the sense that they provided a recommended benclmIark or level /{)[ a 
particular indicator. For example, bed/population ratios can be used as an indicator of 
the resources available ()r inpatient service provision in a given population. Norms 
provide a recommended level 1()r bed/population ratios in that population. Norms arc 
therct()rc distinguished from indicators in the sense that indicators describe existing 
levels of care, whereas norms recommend a lcvel orcare. 
2.4.2 Approaches to resource allocation 
In the tield of mental health services, the allocation of resources such as the Humber 
of beds per 100 000 popUlation, or the number 0 r staff per ambu hltory eare patient, arc 
seldom the consequence of carefully considered "normative" clinical needs. More 
() /len such rat ios reflect the vagaries 0 I" mental health budgets, and social 
constructions of what constitutes mental iJlJlcss and mental health (Beecham, 1995). 
Norms are, in post-mod(~rn terms, the constructions or the particular situations in 
which they are located (Gergen, 1994). 
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For this reason, a discussion of norms necessitates a discussion 0 f the criteria f(H how 
mental health resourccs arc to he allocatcd. In short, ifnorms are to he developed liH 
planning mental health resources, what rules guide the setting of these norms'? 
Broadly, five approaches may be identified I(H the allocation of resources in health 
service planning (Green, 1999; Rispel et aI., 1996; Petrou & Wolstenholme, 20(0): 
2.4.2.1 Allocating resources by nel~d 
In a needs approach, resources are allocaled according lo assessments by 
health professionals and researchers, based on population and epidemiological 
data. For example, the annllal prevalence of severe psychiatric conditions 
might he used to calculate likely service utilisation and hence the resources 
needed to provide those serviccs. 
This approach carries two disadvantages: 
u I [ is (] top-down approach, which docs not allow Ji)r community 
participat ion in decision-mak ing ahout how resources arc allocated. 
u II does not take into account other service constraints, sUl;h as financial 
considerations, technological limitations, and the skills of stair 
2.4.2.2 AIIOl~ating rl~sourccs by demand 
Allocation of resources acconling to demand makes use of data on current 
service utilisation, as well as s()cio-cconomic lactors which are likely to 
influence tuture utilisation or services. The disadvantages or this approach are 
that it is essentially market-driven and is hased 011 current utilisation 0 I' 
servIces. It ean therct()re serve to simply maintain the status quo. Current 
ulilisation of services is contingent on thc availability or services, and 
tilerct()re may 110t relleet the need of the population f()r health care. In mental 
health care, needs arc frequently hidden hecause oj' /actors such as the stigma 
or mental health problems and dillcring cultural views of what l;oT1stitutcs a 




This approach is inappropriate for public sector mental health planning in 
South Africa, when the status quo has been shown to be inadequate (Foster ct 
aI., 1997a). Furthermore the need for change has been stated in policy, 
through which the government has declared its intention to provide a 
comprehensive, integrated service, which is accessible to all who are in need 
(Department of Health, 1997). 
Allocating resources using economic approaches 
In these approaches, resources arc allocated according to the combination of 
human and material inputs that maximise health benefits or other measures of 
social welJ~lre. Health economists have used cost-benefit and cost-utility 
analyses to assess the appropriate allocation of limited resources. However, 
thesc approaches have practical and methodological limitations, particularly in 
the field of mental health care, whcre the outcomes of mcntal health services 
are di1licult to quantify in economic terms. Attempting to apply these 
methodologies in South Africa, where data is not available to enable the use of 
the methodologies, filrther hampers this approach. Furthennore, the usc of 
composite outcome indices, such as Disability Adjusted L,ile Years (DALY s) 
have been criticised {or their basis in certain value judgements about health 
((lreen, 1999). 
Allocating resources through pluralistic bargaining 
In this approach, service priorities and resource allocation arc set through a 
process of bargaining between the relevant stakeholders in health service 
prOVISIOIl. Instead of establishing priorities from specific principles. each 
stakeholder or sub-group of stakeholders bring their own o~iectives to the 
bargaining table. Resources are allocated as a compromise between the 
desires of the stakeholders. 
The limitations of this approach centre 011 who would be invited to participate 
in the bargaining process, and what criteria should be used f()r their selection, 
and relative status around the bargaining table. Furthennore, the principles 
upon which resource allocation decisions are made may not be made explicit 
to the general public. I f such decisions are made at a national level, there may 
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be ditliculties with implementing them at regional or local levels if certain 
stakeholders are opposed to them. For example, staIr may be opposed to 
certain aspects of service planning, but would probably be relied upon to 
implement such plans. 
Allocating resources by norms 
In some countries. human resource planning for health care is conducted by 
establishing a set or normative ratios or health personnel to thc population 
being served, e.g., one dodor per ~O 000 population (WHO, I 993b). Once 
norms have been established, these arc applied to local areas to allow target 
setting lor service planning. For example, a norms approach has been 
suggested as a means of calculating mental health resources ii-om need 
assessments in Canada (Kelly et aI., 1995). 
This approach has been criticised t<Jr the assumption that both needs and 
health service responses are the same j()f all areas (Power, 19(2). Frequently 
norms are imported from other countries. and the rationale Jor establishing 
certain norms is not made explicit. Furthermore such norms may be diOicult 
to apply in a timely nmnner and IlU"ly become dated. Norms also nm the 
danger 0 f being idealistic, and not taking into account the financial limitat ions 
oCcurrent service provision (Monitor Company, 19(6). 
A pproaches to resou rce allocation: conclusions 
[n the light of the disadvantages presented by each approach, it seems inappropriate to 
use any single method of resource allocation ((Treen, 1999). Indeed, it is difTicult to 
consider how, j()r example, a norms or need-based approach could be developed, 
without some understanding oUhe way in whieh serviccs are currently utilised. 
Instead, it seems most appropriate to combine elements or these approaches. and to 
make explicit the method lhat is to bc adopted, so that a transparent and rational 
approach [0 service planning can proceed. 
Traditionally, a "norms" approach has been criticised for being a rigid, prescriptive 
approach, which docs not take into account local servicc realities (Grecn, 1999; 
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Power, 1992). This thesis, however, is an attempt to reform the concept of norms. in a 
way that allows planners both to establish guidelines fi)r mental health service 
planning, and to do so flexibly, in the light of various sources of iniimnation. These 
include information regarding need, demand, financial constraints, and pluralistic 
bargaining. This thesis presents less a set of rigid norms, than a methodology [i)J" 
developing norms, and fi)r planning mental health services in a coherent rational 
manner. 
The term "norm.,," is retained i()r specific reasons: 
u In the light of the history of gross inequity in South African service provision, 
particularly racial inequity (as described in the introduction), there is a nced to 
establish norms that allocate scarce mcntal health resources in an equitable 
manner. The use or norms is a conscious attempt to articulate what is 
'"normal" in the context of the abnormali! ies tmd injustices perpetrated under 
apartheid (Foster et al., 1 997b). 'There is an urgent need for a set of basic 
guidelines that prevent the ongoing abuse of fundamental human rights in 
psychiatric institutions in this country and the abandonment of psychiatric 
patients on the streets of our communities. 
u Mental health service planning in South Afi'iea has frequently been conducted 
in an incoherent, haphazard manner, in which the basis tor resource allocation 
is nol made explicit (Freeman et aI., 1997). Developing a methodology for 
norms is a means of making mental health service planning explicit, and 
setting out the rationale for resource allocation in a transparent manner. 
II 'fhe establishment of clear nonns is an important political statement which 
draws attention to mental health service development in a contt~xt in which 
mental health needs arc frequently seen as a luxury and nol an important 
health priority (Ensink el aI., 19(7). Describing a set of norms draws attention 
to mental health services as essential and normal. not superfluolls or a lUXury. 
u It may be argued that need is not a "positive" concept (i.e., it cannot be 
objectively measured) - it is a normative concept. T'hc construction of the 
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need t()r serVIces is i()unded on the particular values of those who i(kntify 
need. For example, managed care organisations have a particular construction 
of mental health Ileed, based on what makes their organisation profitable, 
tempered hy the demands or their client base. By expressing service needs as 
norms, planners are able to ITh'lke explicit what is frequently implicit in 
resource allocation decisions. 
u The need tor norms in South Africa has becn IlIliher highlighted by requests 
Irom provinciul mental health coordinators 1iJl" guidelines on mental health 
service provision (Flisher et aI., 1998). 
A central argument of this thesis is therefore that mental health servIces In post-
apartheid South Attica present planners with a situation in which norms arc not only 
appropriate, but also necessary. 'rhe development of mental health service norms tt.)]" 
severe psychiatric conditions in South Africa offers an opportunity to identify a set of 
clear service priorities, and to set targets for service development accordingly. The 
consultation process embedded in this method is crucial to its Sllccess. r t should be 
emphasised in this context that norms are not conceptualised as being prescriptive. 
Norms provide recommended benchmark ratios, which allow planners to set targets 
t()r service dcvelopment at provincial and local level. 
To summarise, norms in this thesis are inf()rmed by several factors: 
u needs, as identified by the model, making llSC of epidcmiological and 
dcmographic data; 
w demands, as identified by the cxtent of current servIce utilisation, from the 
process indicators; 
u currcnt service resomces, as identified by the input indicators; and 
u pluralistic bargaining, bascd on the consultation process undertaken during the 
course ofthis research. 
Although specilic ecollomic indicators are not used in this study, both the consultation 
process and the review 0[" current service resources drew attention to the financial 
limitations of current mental health service provision in South Afi-ica, and have 
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thereRHC implicitly informed the setting of service norms. Clearly the more explicit 
development of economic indicators is an area fi)r future research. 
Proceeding on this basis, norms oJler several benefits to mental health services: 
ui'Jorms that are closely linked to service indicators make it possible to measure 
inequity in service provision between regions and communities (Monitor 
Company, 1996). 
u Norms enable all estimation of what resources might be needed to redress 
existing inequities. 
u Norms can assist in adjudicating between competing mental health priorities. 
u Norms and service indicators can promote t.he eJlicient usc of resources. 
I.J Norms can assist in implementing evidence-based practices, which arc thought 
to be essential in routine ment.al health service settings (Drake et al., 20(H). 
u Norms can be used to motivate f(H more appropriate fimding for services filr 
mental health services. 
lJ l'JomlS and indicators are uselhl planning tools, which assist with 
decentralisation and the empowerment of local mental health managers. 
lIntil this point guidelines have been developed in general health care fin hospital 
services (Monitor Company, 1996) and primary health care (PHC) services (RispeJ et 
aI., 1996). Thus taT, no attempt has hcen made to understand the particular service 
needs of people witb severe psychiatric conditions, and to recommend levels of 
mental health service provision 1hat are both appropriate and a1l(.)fdable. r t is with this 
task that this research is concerned. 
Literature on norms in mental health services is now reported according to each ofthe 
nine norms used in this study. Where possihle, norms will be reviewed or converted 
into the "currency" of service indicators used in section 2.1, above. For example, 
where bcd/population ratios where rcport.ed per 100 000 populat.ion. bed/popula1ion 
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norms will be reported in the same manner. This is both I(n reasons of consistency, 
and to allow (i)]" comparisons. 
2.4.4 Bcd/population norms 
Intefllatiollally recommended bed/population ratios (i.e. norms) have varied 
suhstantially according to the particular settings in which they have been developed 
Crable 2.20). The WHO has recommended that western countries should have 100 
psychiatric heds per 100 ()O() population where no community service inJias1ructurc 
exists and a minimum of 50 per 100 000 where these services arc in place (Freeman et 
aI., 1994). Recommended bcd/population ratios in the 1975 UK government white 
paper wen.: tor adult non-geriatric services speei1ically. The usefulness of these 
ligures (n the South Ahican situation is limited by an absence or inf()mlation as to 
how these figures were derived. 
The reported WHO (1996) recommendations of 27 total beds per 100 000 pOPlllation 
Crable 2.20) were presented as examples in a model J()r estimating the mental health 
resources requircd to scrve a local population. More de1ail of this methodology IS 
provided in discussion of the model in section 2.3 above, and in chapter 3. 
The frequency with which studies summarised in Table 2.20 present ranges of bed 
numbers, rather than commit thcmselves to specific figures, is perhaps an ind ication 
0[' thc exten1 to which authors are aware of the difficulty of recommending norms, and 
the variability between specific settings. 
I n addition to the figures summarised in Table 2.20, although WHO has not made 
spccific rccommendations J(lr norms, examples or "standards" I()r bed/population 
ratios have been given as 50-80 pcr 100000 population (WHO, 1996b). This seems 
to suggest that although WHO is reluctant to commit itself to global recommcnda1 ions 
regarding bed numbers, it approves or countries or local areas developing "standards", 
norms or guidelines specific to thcir own situations. I ndeed the llh)dcl dcveloped in 
Annex 5 0 f the same document cncourages this (see section 2.3 above and chapter 3). 
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Table 2. Recommended bed/population rarios per 100 000 population in the literature 
Source 
Freeman et ( 1 
Freeman et (1 
ThornicToft Bebbington 
(1989) 
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According to Beecham (1995), III her overvIew of the historical development or 
menlal hcalth care in the UK, the first norms for service provision levels were 
prod Hced as late as 1971. Subsequcntly the Department of Health and Social Security 
(Dcpartrnent or Health and Social Security (DHSS), 1975) made recommendations ICH 
services provided in the health and social services sectors (Tahle 2.21). 
Table 2.21 Recommended hed/population ratios per 100 000 jJopulation .fl)r the 







District general hospital psychiatric unit 
(including assessment RH" elderly people) 
Day-activity unit 
I,ong-stay, elderly severely menta1iy ill 
Day care, elderly severely mentally ill 
'New' long stay 
Shorl-slay hostels 
Long-stay residential care 
Day care 











At present in the UK, according to Beecham (1995), government is reluctant to set out 
national guidelines, preferring that local service provision should reflect 10c(11 
variation in need. Since 1985, policy documcnts have been clear abollt the 
components of a comprehensive community service, hut still otTer little in terills or 
levels of provision. However, Wing et aI., (1997) have developed a lllore detailed 
projection orbed/population norms in the year 2000 in the UK Crable 2.22). 
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Tahie 2.22 h;stimated need iiJl' specialist residential provIsIOn per J 00 000 
population, year 20()O, excluding services for people with dementia 
(Wing, 5,'artorius, & Ustun, 1997) 
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In South Afi'ica, there has only been one attempt to develop norms for psychiatric bt~d 
numhers. These were set out by the relatively recent Hospital Strategy Project 
(Monitor Company, ] 996), As noted earlier, its recommendations unf()rtunalely 
categorise psychiatric inpatient Jacilities rather crudely under "chronic hospitals", 
together with tuberculosis hospitals, and recommend a blanket figure of 40 beds per 
J 00 oon population fi)r these "chronic" hospitals. 
In addition to the argurnent for norms set out in section 2.3.3, above, the absence of 
appropriate guidelines fi)r bcd/population ratios in South AiTica indicate that there is a 
need to develop bcd/population norms fix mental health services. 
2.4.5 Staff/popu iation norms 
In a similar manner to bcd/population norms, the WHO has provided examples of' 
·'standards·' J()f staIr popUlation ratios 0 r 2.5-1 0 psychiatrists per 100 000 population, 
and 5-40 psychiatric nurses per 100 000 population (WHO, I 996b; WHO, 19(7). 
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More re~ently, however, the WIIO has been reluctant to make specillc 
recommendations and has encouraged countries to develop their own guidelines, 
using a recommended methodology developed by the WHO (WHO, 200Jb). Included 
in some of the literature recommending staflipopulation ratios are methodologies j()r 
calculating these ratios (Rispel et aI., 1996; WUO, 1996b). These methodologies are 
reviewed and included in the model {{)r calculating norms and related human resource 
implications (sce section 2.3). 
In consideration or the psychiatric workf(lree in Georgia, Eveland et al., (199X) 
examinc the application of two benchmark standards for the number of psychiatrists 
needed per 100 000 population: the standard developcd by the Graduate Medical 
Education National Advisory Committee (GMENAC) and the Average Requirement 
Benchmark, to thc supply of psychiatrists ill Georgia. The GMENAC standard 
recommends 15.4 psychiatrists per 1 00 000 and the Average Requ irement Benchmark 
X.I. ReslIlts indicated a surplus of psychiatrists in the most populous areas of t.hc 
state, where there is a pro literation 0 r health maintenance organizat ions, and a deficit 
of psychiatrists in the state's less populated rural areas. The authors rccOlllinend 
refining of models that estimate psychiatric workf()rcc need, and suggest a 
comprehensive model, lhat uses needs-based, demand-based and benchmarking 
approaches (Hveland ct ai., 1998). 
There are current.ly no guidelines fix mental health stan/population ratios in South 
Alrica. The current short/all and inequity in mental health statling (sec section 2.2.3), 
the use of stalli'populatiol1 norms in other settings, and the recommendations of the 
WIIO (1996b) that countries develop their own guidelines /()r mental health slatTing 
all indicate the need to deve/op staOi'population norms. 
2.4.6 Staft'lpaticnt norms 
Beyond the usefulness of staHi'patient ratios as an indicator or mental hcalth service 
input, there is a pressing need ({)]' norms. This has been articulated in thc international 
literature. For examplc, in the absence of minimally acceptable staWpatient ratios, 
psychiatric institutions and statc authorities in the lJSA have received legal challenges 
about thc constitutional adequacy or inpatient treatment. In this sense, eourts have 
begun to sct norms f()r staff/patient ratios (Way et aI., 1992)! Sacks (1992) argucs 
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that it is essential that staff/patient ratios are detemlincd by clinical needs and not 
factors outside of planners' control such as availability or timds, public attitudcs to 
psychiatric hospitalisation, and judicial intcrvention (Sacks, 1992). In the context 0 r 
managed care, Faulkner et aI., (1998) argue t(H a strategic approach to the 
development of a psychiatric workf(Hce (Faulkner, Scully, & Shore, 1998). They 
suggcst a 13-step approach founded on the assumptions lhat mental health needs or 
patients must receive adequate prioritisation, and that the psychiatric workforce 
should be suflicienl in number and qualifications to mcet those demands. 
In somc settings, methodologies t()]" arnvmg at recommendations for stafllpatient 
ratios have been developed. These methodologies wi11 be discussed in somc detaiL 
since thcy cast light on eflixLs 10 develop recommendationsl()r South Africa. 
2.4.6.1 Methodology for estimating psychiatrist stafling needs 
A methodology has been developed ror estimating psychiatrist staliing needs 
t()r community mental health programmes in the USA (Goldman et aI., 1994). 
The following assumptions underpin the methodology: 
1. the psychiatrist works in a collaborative relationship with other 
clinicians such as nurses and case managers who work directly with 
the psychiatric pat ients; 
2. all psychiatrists in these settings perform the "essential roles" of 
medical expert and medico-legal authority; 
3. at least some psychiatrists perJeJrI11 "non-essential but desirable" roles 
such as participation in broadcr assessment and treatment planning 
activities, consultation with the treatment team, and liaison with other 
community agencies; and 
4. estimates are attained through a process of good-taith negotiation 
involving all role players in the community team. 
The steps in the process are as f()l1ows: 
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2.4.6.2 
I. Estimate the average active cascload li)r the community mental health 
programme (including only pati(mts in ongoing treatment seen hy 
psychiatrists ). 
2. Subdivide this into categories of stable and unstable patients. 
3. Estimate the average number or new intakes and emergency cases seen 
by psychiatrists per week. 
4. Determine the number or minutes per week the psychiatrist should 
spend with patients in each or these :1 categories at minimum or 
desired levels of care. 
5. Multiply the number of cases in each patient category by th\.~ 
appropriate minutes per week determined in step 4. Then add the 
results from the :1 categories to obtain the total minutes needed per 
week. 
6. Determine the average number of minutes per week that psychiatrists 
should he available to provide direct services (estimated in authors' 
examples to be 1690 minutes). 
7. Divide the total minutes rrom step 5 by the minutes per week from step 
6. This yields the number or full-time equivalent (Fl'E) psychiatrists 
needed to meet minimum or desired service levels. 
S. To calculate caseload per psychiatrist, divide the total eascload by the 
number of FTE psychiatrists required to meet the minimum or desired 
level (as calculated in step 7). 
Goldman et aI., (1994) provide examples of this methodology. They argue 
that this method both allows li)r the maintenance of a certain standard 0(' 
service delivery as well as providing a valuable estimation or stalling needs 
and roles. It also allows li)r variation in clinical skill and experience. 
Other methodologies fur call~ulating statl1patient ratios 
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The method of Goldman et aJ., (1994) has been further developed hy 
extending the workload to other non-psychiatrist clinicians (Morrison, 1998). 
Based on data l1'om three Veterans Aflairs outpatient clinics in the USA, 
where patients presented chiefly with serious Axis I disorders (primarily 
psychotic and mood disorders), Morrison calculated that 2 psychiatrists and 5 
or 6 non-psychiatrists should be able to assess 400 new patients and provide 
ongoing care for 2300 patients a year in outpatient settings. 
Sacks (] 992) discusses the level or acuteness of a patient's illness as a 
measure fbr establishing acceptable stanlpatient ratios in inpatient settings. 
The Joint Commission on Accreditation of lIealtbcare Organisations (JCAHO) 
in the USA has adopted this method. Problems with the method include that it 
requires a certain knowledge of the stall's level of skill, the dangerollsness of 
the environment and the treatment approach. Sacks (J 992) points out, itH 
example that "more stafT need 110t always be better" (p309): chronic 
schizophrenic patients may find excessive stafl numbers over-stimulating, 
whereas patients diagnosed with borderline personality disorder might benefit 
from more sta1Tattention and time. 
Another method widely used hy quality assurance experts fIX estimating 
baseline stan/patient ratios is the number of patient incidents (such as assaults, 
fighting, suicides, falls and abuse of patients by staff) (Sacks, 1992). This 
assumes that a patient incident is an untoward event that reflects inadequate 
stafling. This method has been contested, however. Way et al., (J 992) l{>und 
that there was no relationship between stamraticnt ratio and patient incidents 
at an urban inpatient psychiatric centre in the U SA. Other factors such as time 
of day, patient characteristics and milieu were more predictive or patient 
incidents. 'rhe authors conclude that small increases in numbers 0 r ward stafr 
may not reduce t he number 0 f pat ient incidents. 
For South African purposes, the method of Goldman et aL (1994) is limited, 
chielly because it assumes accurate figures of time taken f{)f patient 
consultations. Linder current inlormation systems in an integrated system or 
service delivery in South Ali-ica, this patient service utilisation data is di1licult 
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2.4.7 
to obtain. For this reason, the methods reviewed in section 2.3, above, appear 
to be most relevant fiJr calculating stall/patient norms. 'fhcse include the 
Guidelines [(Jr Pile Services in South Airica (Rispel et aI., 1(96), the IIospital 
Strategy Project (Monitor Company, 1(96) and the WHO (WIIO, 1996b). 
These methodologies are set out in more detail in the development of the 
model f.)r this thesis (chapter 3). 
Community/hospital norms 
No studies could be [(HInd in which community/hospital norms are recommended. As 
discussed earlier (section 2.2.5), specific conm1Unity/hospital ratios have not been 
developed as service indicators and norms have not been developed IIJr similar 
reasons. 
Although WHO has never specil1cally recommended community/hospital norms, the 
development of community-based mental health care and the integration of mental 
health care into primary health care has heen strongly encouraged (WHO, 19(0). 
This, together with the evidence supporting the development of community-based 
mental health C<1re, indicates that guidelines for the development or community 
services, and the appropriate balance with hospital-based services, are important. 
'l'here is little consensus over what constitutes an optimal distribution of cOllununity 
and hospi1al services. Ilowever, a no 1111 that is closely linked [0 existing 
community/hospital ratios, and informed by key stakeholders and estimations of need 
can provide a useful guideline ii.)r the monitoring and development of services in each 
sector. It is in these terms that the development or community/hospital 1101111S is 
undertaken. 
2.4.8 lied occupancy rate norms 
A strong case can be made lor the development of normative bed occupancy rates. 
11istorically in South Africa there has been little monitoring of bed oeeupancy rates in 
psychiatric institutions, and there have been gross infringements of patients' fighls 
lhrough overcrowding of such lacilities (Purteus et aI., 1(98). In the LI K, concern has 
hee\1 expressed at the high bed occupancy rates in acute psychiatric units in Lond()n. 
pClrtly as a consequence of reduced bcd/population ratios (Hollander, Tobiansky, & 
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Powe/J, 1990; Powell et aI., 1995). Establishing a normative bed occupancy rate is a 
way of maintaining a balance between the most etlective usc of hospital resources and 
the rnainlenance of certain standards ofeare ten psychiatric inpatients. 
Relatively little literature was found which recommended levels of bed occupancy in 
psychiatric care. The Hospital Strategy Project, in developing indicators fbr general 
health in South Africa, argues that the optimal occupancy ratio f()r a general hospital 
is hetween 70% and 80%) (Monitor Company, 1996). 
In mental health, the WHO model (WHO, 1996b) assumes a hed occupancy rate of 
85% i()r acute inpatient fhcilities and 95% f()r medium-long stay fhcilities. The 
methodology fbI' calculating these hed occupancy rates is not stated explicitly, 
although the WIIO model does state that the variables used reflect certain 
assumptions and that countries should substitute their own data where appropriate. 
2.4.9 Admission rate norms 
As with other indicators, and as argued III sed ion 2.3, there is a pressmg need to 
provide guidelines f()r the rale at which patients are admitted to South African mental 
health iaeilities, i.e., to develop norms li)r admission rates. In spite of the lack of 
precedent /()I' this in the literature, this is necessary in order to make usc of limited 
resources in a way that is hoth cos1-eflective and appropriate to the needs of the 
patient population. 
No literature was found which provided recommended or normative admission raies. 
2.4.]0 Length of admission (Avc.~rage Length of Stay: ALOS) norms 
From the discussion or ALOS indicators earlier in this chapter, it is clear Lhat there are 
numerous nlctors that inform length of stay_ The calculation of norms or optimal 
lengths of stay is equaUy complex. lnstitutions in the USA often discharge patients 
because the patient's admission is cOllsidered to be (00 long and might be detrimental 
to thc unit's average-Iength-of-stay statistics (an important marketing 1001 f()r 
managed care contracts) (Geller, 1997). r n these instances the needs of the pat ient are 
lost in the use of length or stay as a norm, since the norm is influenced hy the 
marketing needs 0 r the health provider. 
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Horus (1986) notes that the lJS Federal Health Care Financing Adm.inistration in the 
Medicare Prospective Payment System based on Diagnosis Related Groups (DRGs) 
recommended a 10.S-day length of stay for resolution of psychoses in acute care 
units. This is lower than the WHO recommendations for average length or stay Ii)!" 
acute care beds Cfable 2.23). As with bed occupancy rates, the methodology ti:)r 
calculating the WHO recommendations fe)r length of stay are not stated, but countries 
arc cncouraged to substitute their own data, where appropriate (WI 10, 1 996b). 
Tahle 2.23 WHO estimates (~r average lengths (~fstayfor acute care heds (WHO, 
I 
Disorder Average length of hospitalisation (days) 
---c-- .. -----... ---
Schizophrenia 21 
Acute psychosis 14 
M(~ior depression 30 
Average 19.4 
Nieminen et aI., (1994) argue that although outpatient care has progressed 
significantly in most Western countries, and lengths of stay have become shorter, "the 
idea of a well-functioning therapeutic community or psychotherapy ward as all 
effectivc instrument lor some severely disturbed patients, cven (IJI" months, is not 
outdated" (p 471). The authors discuss optimal length of stay Ii)!" a modified 
therapeutic community ward according to diflerent treatment goals. The infl)rmation 
is a useful cxample or the way in which length of stay can be calculated according to 
particular treatment goals. They define three types or hospitalisation (Nieminen et aI., 
19(4): 
1. Short hospitalisation (1- 19 days), which has a goal 01' diagnostic 
evaluation, medication and first aid. Patients require orientation and 
social support, definition of goals, and learn therapeutic community 
working methods. When the family and network approach is used, this 
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time may be enough fe)r some crisis patients with a supportive social 
network. 
2. Intermediate length hospitalisation (20-80 days), which enables 
therapeutic interaction in dyadic, group, family and milieu settings. 
'rhis is thought to be appropriate for problem') of long duration, family 
conflict, and suicidal tendencies. The patient becomes involved in the 
therapy and /()rms bonds with other residents. 
3. Long hospitalisation (over 81 days), which allows full usc of 
psychosocial therapies for lone patients with severe and rigid psychotic 
symptoms or personality problenls. Even at this level, the goal of the 
admission must, accord ing to N icrninen et al., (J 994), remain the 
integration of the patient into the community. 
Fadors associaC·cd with length of stay 
Much of the literature which reports average length of stay in psychiatric 
filcilities is concerned less with recommending optimal lengths of stay than 
with exploring the factors associated with length of stay (Choca, Peterson, 
Shanley, Richards, & Mangoubi, 1988; Chang et aI., 1991; Niemincn ct aI., 
1994; Stevens et aI., 200 I). These lilctors are important, not only for 
illustrating the usefulness of this indicator, but ii)[ descrihing the (actors which 
need to be considered in recommending norms i()[ length of stay. '['his is 
particularly so /()r patients with SPC, where speci1ic factors such as age, 
symptomatology, and consequent service needs should be taken into account. 
Chang et aI., (1991) note that although length of stay has liequently heen 
studied as an indicator of hospital resource utilisation, there is little consensus 
about which factors predict length or slay. Problems with generalising length 
of stay predic10rs include the influence of institutional factors (such as 
admission criteria and treatment po licy) and the influence of clinical and 
demographic l~lctors. Choca d aI., (1988) argue that there are pro bkms with 
using stat istical models to predict length of stay in psychiatric hospitals, 
largely because of' the range and complexity of factors that inform length of 
stay_ 
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Chang et aI., (1991) suggest that hoth the patient's clinical condition and level 
of lunctioning are important determinants of length of sLay. These lactors 
accounted Ie)!' 20% or the variance in length of stay. Nieminen ct aI., (1994) 
report that residents with a better immediate outcome usually stayed 10-20 
days longer in therapeutic units than those with an interior outcome. 
In spite of warnmgs against statistical modelling, some researchers have 
developed a statistical model li)r length of psychiatric in-patient treatment 
(Stevens et a\., 200 I). The authors show that length of stay l()llows a decaying 
exponential distrihution. Not only diagnosis and medication, hut also 
ctilnicity, education level and being admitted to an open ward had strong 
independent eflects on length of stay. 11 is suggested that routine analysis of 
hospital length of stay data might help to minimize non-illness related itlctors 
that contribute to longer lengths of stay. 
While length of stay has steadily decreased during the deinstitutionalisation 
period, concerns have been raised about the eJlccts on clinical outcomes. In a 
study of 206 depressed patients in three cohorts admitted hetween 1988 and 
1996, Lieherman et ai., (1998) found that although improvement during very 
brief admission was comparahle to that in longer stays on many aspects or 
functioning, depressed patients discharged more quickly showed signilieantly 
higher residual levels of depressive symptoms and lower levels of global 
functioning. This placed them at greater risk lor adverse outcomes in the 
period immediately following discharge (Lieberman, Wiitala, Elliott, 
McCormick, & Goyette, 19(8). 
Factors associated with increased length of stay are summarised in Table 2.24. 
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Table 2.2-1 Factors associated H'ith longer length of stay in developed cOllntries 
Study 
(Chang et aL, 
1991) 
(Nieminen et aL 
1994) 
(Huntley et ai., 
1998) 
(Federman et aL 
2000) 
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Factors associated with longer length of stay 
:J Current diagnosis of schizophrenia 
:J History of schizophrenia 
o Greater number of past psychiatric 
hospitalisations 
:J Young age 
:J Psychosis-level diagnosis 
:J Active, motivated participation in 
individual and milieu therapy 
:J Primary diagnosis of schizophrenia 
o Greater number of previous admissions 
:l Primary diagnosis of mood disorder 
:J Older age 
:l Secondary diagnosis of an alcohol or other 
drug-related disorder 
:l Colder climate 
:l Diagnosis of schizophrenia or depression 
:J Medication 
o Ethllicity (alien) 
:J Low education level 
:J Admission to open 'ward 
2.4.11 
From Table 2.24 it is clear that patients with SPC tend to possess many or the 
characteristics that an~ associated with a longer length of stay Crahle 2.24). In 
developing norms tilr length or stay in South African psychiatric institutions, 
care should hc taken to ellsure that norms arc both appropriate and flexihle. 
'rhis is particularly so in South Atriea. where no guidelines exist, and there is 
wide variability in service provision. The establishment of a norm li)r length 
of inpatient admission is an important step in ensuring both that limited mental 
health resources are appropriately used. and that the needs or patients I()r 
inpatient care of a clinically acceptable period arc cnsured. 
Readmission rate norms 
No studies could be located whieh recommended readmission rates. However, as 
with length of stay norms, a review or the Hlctors involved in readmission is useful li)r 
understanuing the particular characteristics of patients who may be prone to 
premature readmission. Specifically. for considering the service needs of patients 
with SP(:, it is important to understand those tllctors which may precipitate high rates 
ofreadrnission and plan the design ora norm for rate of readmission accordingly. 
Reviewing the literature, Postrado and Lehman (1995) /(mnd that research has 
1()cllssed on numerous factors in relation to rehospitalisation: demographic 
characteristics (such as age, gender, marital status. race, educational attainment, 
employment and legal problems such as arrests); and psychosocial factors (such as 
locus of control, llunily relations and social supports). Factors most extcnsively 
studied include diagnosis on initial admission. non-compliance with medication, 
timing of neuroleptic medication during the course of the illness, number of previous 
hospitalisations and aftercare services. From these, clinical predictors such as 
previous hospitalisation, diagnosis on admission and family relations have heen most 
wmmonly associated with readmission. According to the authors, symptom severity 
oilers a more refined prcdictor or rehospitalisation than diagnosis. Other reviews or 
the literature narrow the /()cus still further. According to some, the only filctor 
consistently predictive of rehospitalisation is the number of previous admissions 
(Rosenblatt & Mayer. 1974). Vogel and Huguelet (J 997), in a revjL~w of the literature 
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on rehospitalisation, confirm that the best predictor of revolving door phenomena is 
the number of previous admissions. 
[11 addition to these f~lctors, which il)CUS largely on patient characteristics, broader 
systemic issues have been shown to playa role. Swett (1995) reports thai short length 
of stay (encouraged by managed care policics) has been associated with increased 
likelihood of readmission within 30 days. Schanding et aI., (1984) f()Und that whe1 her 
the patient's hospitalisation is publicly flmded IS a statistically signiJicant 
demographic characteristic of thc readmissions studied. The authors point out that 
this revives an old debate about the relationship between mental illness and socio-
economic status, expressed in a new ({)rm: "docs lower socio-economic status breed 
relapses of mental illness and readmissions to mental hospitals, or do mental patients 
drift to psychiatric hospitals because of their lower socio-economic status?" (p (71). 
According to Schanding et aI., (1984), this poses a further question: if patients treated 
by private psychiatrists arc less likely to be readmitted, is this due to the fad thaI they 
are more likely to take their medicatl0n~ or are community programmes (because they 
are usually attached to a hospital) unwiltingly promoting dependence and a readiness 
to seek readmission? 
By way 0 f an answer to these questions,Fisher et a\., (1992) tound tha1 the extensive 
development of community services in one region of Massachusetts did not seem to 
ailcct readmission rates, which remained largely the same in comparison with (elUr 
other regions of Massachusetts. The authors offer various hypotheses in relation to 
this linding, focussing largely on patient and illness characteristics, and on service and 
admission/refen-al procedures. In a matched control study of ] 62 patients discharged 
irom psychiatric hospitals in 4 social-psychia1ric services in Germany over a 2.5 year 
period, case management did not signitlcantiy alICct the rate of rehospitalisation nor 
the length oftime in hospital in cases of rehospitalisation (Rossler et aI., 19(2). 
Ilowever, Kent and Yellowlees (1994) argue that the results of their s1udy indicate the 
need f()r targeted community resources, and assertive, continuous case management. 
Similarly, in analysis of a 5-year deinstitutionalisation programmc at a psychiatric 
hospital in Adelaide, Australia, James (1987) fbund that in spite of reduced bed 
numbers and lengths of stay, readmissions over the 5-year period acLuaHy Ie/I from 
1 j I 
64% to 60'%. He argues that this directly rdlects the development of community 
support services over this period. 
Tahle 2.25 summarises a range of I~lcton; associated with readmission as reported in 
lhe literature. 
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w Poor psychosocial adjustment during the 
year. 
:J Thought disorder 
:J Self-neglect 
:J Higher number of previous aUlll.!::>::>ll1 
:J Previous rehospitalisation. 
:J More severe symptoms. 
:J Patients' dissatistaction 
relations. 
For the purpose of developing norms and planning services, il is useful to identify the 
service-related factors that are associated with high and low admission rates in the 
literature. '1'0 Sll mrn a rise, an excessively high readmission rate appears to be 
associated with premature discharge, associated with bed shortages or excessively 
short lengths of stay, and inadequate community services to prevent premature 
readmission. Conversely, an excessively low readmission rate appears to be 
associated with an oversupply of beds, unnecessarily long lengths or stay and 
insullicient community based care (all of which have costly consequences). An 
optimal readmission rate, aside from possibly indicating the successful management 
of patients in the community, may also indicate sound clinical practice (including 
appropriate admission, length of stay and discharge policies), and good management 
(I f bed ,md staff resources. 
The specification of optimal readmission rates or norms is a diilicuit step, however. 
Caution is needcd to ensure that a "top-down" approach docs not force already 
stretched resources into a preconceived and unrealistic model. But in spite of these 
cautions, evidence fi'orn the history or deinstitutionalisation points to the need h:H 
regulating rates of readmission hoth to protect the clinical needs of the patient and to 
ensure optimal cost-eftectiveness of mental health services. This is particularly true 
in South Africa where there has been little research into rates of readmission (Gillis et 
aI., 1986) and the consequences I{H patients, their t~Hnilies and the mental health 
service. Norms f()r rates of readmission are a lIse1111 means both of assessing levels of 
care (through related indicators) and recommending how it should be delivered. 
2.4.12 Ocfault rate norms 
Beyond its use1iJiness as an indicator, the specification of a necessary maxmmm 
default rate or norm is a useful way of monitoring and improving the dcfilUlt rate and 
theret{)fc maximising emdent lllld successful treatment of patients. More 
speeil1cally, norms could control fiJr preventable taetor~ (sueh as inadequate refl~lTal 
procedures and stalr ineHieieney) in patient relapse and readmission, and could be 
linked to standards in this regard. This seems particularly appropriate in South 
African mental health care at present with little regulation of existing services, and the 
need to make eflicient use of oil en-limited resources. 
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As with readmission rates, no literature was ((mnd which described nonnative default 
rates. However, as with length of stay and readmission rates, an understanding oCthe 
lactors associated with deli,U1Jt provides import ant inf()J'mation li)[ the designjng 0 r 
normative default rates. Among other reasons, it indicates the extcnt to which patients 
with SPC may be more prone to delimiting, and consequently the need to modify a 
norm designed specifically for these patients. In addition, t~lctors associated with 
higher deli.mlt rates inf(mn the planning 0 r preventive interventions. " 'able 2.26 
provides a summary or iactors associated with high default rates in the literature. 
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Table 2,26 Factor,v associated wilh rales 
-"-~---""-~-- --,---"-
Study Place Methodology N Factors associated with 
high default rates 
------~~.-~-.. --
(Cohen et Outpatient Analysis of 112 :.J Ilostiie, labile or 
aL, 1995) psychiatric variables chronically bizarre atlecl. 
rchabilita- which mentally ill D Diagnosis of 
tion correctly patients personality disorder. 




(Cohen et Chicago Ijterature nla u Poor outcome. 
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( iruneba Cornell Logistic 180 w Patients with mild 
urn d aI., PHC Clink:. regresslon psychiatric distress. 
1996) USA anaJysis of outpatients u Patients ,\lith 
data on significant resistance 
consecutively to seeing a 
reft~rred psychiul rist. 
patients LJ Patients who had to 
wail longer between 
the re terral and the 
appointment date. 
(Chen, Tampa, Literature fila u Younger age. 
19(1) Florida review: missed LJ Low socio-economie 
initial status. 
appointments 0 Long waiting period 
between first contact 
and scheduled 
appointment. 
LJ Re1erral source. 
(Chen, Tampa, Literature nla u I,ow socio-cconomic 
1991 ) Florida revIew: stat LIS. 
outpa1ient 0 Younger age. 
dropouts u Suhstance abuse_ 
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Tahie 2.26 Factors associated with high default rates' (cont'd) 
----,-,----~~--
Study Place Methodology N Factors associated with 
high default rates 
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In addition to J'cictors associated with det~lUlt, Chen (1991) reviews the literature on 
factors associated with better allercare compliance. These include: 
1. history of prior hospitalisations; 
2. greater clinic,] I improvement during hospitalisation; 
3. longer length of hospital stay; 
4. therapist continuity; 
5. fewer days hetween discharge and firs! scheduled aftercare 
appointment; 
6. less denial ol'ill11ess; 
7. greater perceived need li)r medications; and 
S. high scores on scales measuring helplessness-hopelessness. 
Chen (1991) concludes that non-compliance is a broad issue that encompasses 
multi Glctorial and systemic phenomena. In spite of the tact that non-compliance can 
have systemic roots, patients most likely not to comply (across the literature 
reviewed) are young patients and substance abusers. In particular, young adult 
chronic patients have been the fOCllS of considerable research, as a patient grouping 
with their own specific set of management problems. Chen (1991) suggests several 
strategies for counteracting these problems. 
Several authors agree that shortening the waiting period between first contad and the 
initial appointment is effective in increasing compliance (Chell, 1991; Grunebaum et 
aI., 1996). Other simple interventions such as mailed or telephoned reminders have 
been shown to improve attendance. Grunebaum et aI., (1996) suggest thal because 
1110st outpatient clinics are hampered by cost Hlctors, that the relative costs of stnning 
or administrative changes to shorten elapsed time between referral and iirst 
appointment versus no-shows should be tested to assess overall cost-effectiveness. 
N icholsotl (1994) in a review of the literature argues that patients who Iniss their 
initial appointments diller from those who drop out atler the initial appointment. This 
point reflects the complexity of Jactors associated with default, and the need to plan 
according to the needs of specific patient groupings. Sparr et aI., (1993) argue that 
unless it can be demonstrated that outpatient treatment dropouts have high 
rchospitalisation rates, or other adverse sequelae, attempts to re-engage dropout 
patients should be lett to clinical iudgement and not adopted as policy. For some 
patients with SPC (e.g., those diagnosed with schizophrenia and bipolar afiective 
disorder) it is likely that defaults will lead to rehospitalisation, but this is not true for 
all SPC patients, such as those dd~mlting fl'om follow-up appointments in acute 
f~lcilities, where they have been treated for acute crises. 'rherei()re policy around 
deHmlts needs to be adapted to these needs. Clearly, some level of derau\t should be 
catered f<Jr, without regarding it as costly or a risk InctoL Studies that cost 
rcadmissions would be useful to give substance to these claims. 
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In conclusion, the literature describes a ral1ge of characteristics associated with 
higher del1\Ult rates, the majority or which are associated with patients with severe 
psychiatric conditions. This should be kepI in mind when designing a maximum 
aceeptahle default rate or norm, since it is likely that patients with SPC will display 
more detaulting behaviour than a general population of psychiatric patients. 
However, some authors argue that altempts to re-engage patients who def~lUlt should 
not be adopted as policy, and that it is not always the case that defaulting leads to 
readmission. This implies that it llIay be problematic to develop a ddault rate norm 
ilH certain groups or patients. The population of SPC patients appear to be split in 
this regard. Chronic patients are likely to need readmission f(Jllowing del~Ullt, but 
those only in need of short-tenn crisis intervention associated with acute psychiatric 
symptoms Lllay well not. One solution might be to design a norm only I{)f chronic 
patients, but t his could not be regulated in an integrated system that docs not channel 
patients to specific services on the basis of diagnosis or chronicity. Therefore the 
establishment or hoth indicators and norms 1{)[ default rates fl.)!" patients with spe' 
should ht: approached with caution, and an understanding of the many di1liculties 
involved. 
2.5 Manual 
The development of a norm.:; manual, as the fourth objective or this thesis, is a logical 
extension of the previous three o~jcctives. I laving (1) reported service indicators, (2) 
developed a model for estimating resources on the basis of mental health needs, and 
(3) proposed norms, based on the service indicators, the model and consultation with 
key stakeholders, a norms manila I o[lcrs the opportunity to implement the proposed 
norms in provincial service planning. 
The norms manual is designed to be read by provincial ment,1l health coordinators, 
district health managers, hospital managers, and all those involved in the plannjng and 
management of public mental health services in South Africa. 
Its goals are (J) to introduce a sct 01' norms into mental hcalth service planning and 
delivery, and (2) to assist provincial mental hcalth cllOrdinators, district hcalth 
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managers and hospital managers to assess, plan and monitor mental health services 
according to the proposed norms. 
rhe manual is designed as a practical, interactive tool. It provides a step-by-step 
guide to assessing, planning and monitoring the Im:ntai health service in provinces, 
regions or districts. Hy filling in the indicators from their own service as instructed, 
managers arc able to compare mental health services in their area with the national 
baseline and target norms. 
Such a manual has relatively little precedent III the J(Jrmal academic literature. 
Ilowever, the WHO has adopted this approach 111 the deVelopment of a "guidance 
package" to assist planners in the development or mental health services in 
developing countries (WHO, 2001 b). 
This linal objective is seen as a crucial outcome o1't11is research, namely to ensure that 
the norms developed in this study contribute in a practical way to the development 




Chapter 3. Method 
Introduction 
I)rovincial questionnaires 
A questionnaire (Appendix A) was sent to the mental health coordinators in each 
rrovi11ce. It elicited the data required to calculate ratios corresponding to each of the 
service indicators described in chapter 2. For example, data from the provinces 
regarding the numbers of each category of psychiatric stafr was combined with the 
provincial population figures to yield stall/population ratios. Telephonic contact was 
maintained with all the provincial mental health coordinators during the time they 
were completing the questionnaire to ensure I:hat diHiculties were addressed timeously 
and misunderstandings prevented. 
3.1.2 Provincial workshops 
Over a period of five weeks, two-day workshops were held with the mental health 
coordinators, managers and service providers in each province (Appcndix B). During 
these visits, an altempt was made to gather outstanding data and discussions were held 
on the methodology of calculating each norm, including the timnulae and ratios used. 
During the workshops, sevcral provinces made important contributions to the content 
of the norms, the methodology f()r deriving the norms, and the scope and terminology 
of the cntire project. An attempt was made to gain the full participation or key 
provincial stakeholders, in the hope that the norms would become a tool that could he 
adopted and used Ii)!· the specific needs of the provinces. 
In spite of the full participation of provincial colleagues, there were ditllculties in 
gathering the data to generate ratios Irom which nonns recommendations could be 
made. hn example, although it was hopcd that the questionnaires would be 
completed and returned be/()rc the provincial workshops, this was in most cases not 
achieved. We were thus not able to discllss the actual ratios and norms 
reeomTllendations during lhe workshops sinee provincial colleagues had not yet seen 
the indicators li)r their provinces. In addition, the data was ollcll or poor quality, 
resu [ting in questionable service indicators in somc instances. This limitation rdkcls 
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the inadequacy of existing mental health information systems, and should not be 
interpreted as an indictment of the provincial coordinators. In terms or 
methodological considerations fiJr this thesis, this problem has meant that some norms 
recommendations have had to rely more heavily on the modelling methodology (see 
below). 
I'hc provincial workshops also provided a wealth of qualitative ini'iJrmation regarding 
the day-to-day struggles of clinicians and service managers. Workshop participants 
spontaneously raised issues such as prescription privileges and the lack or clinical 
guidelines. Unl<.lftunately this infiJrmation cannot be reported within the confmes of a 
study of mental health service norm'>. The results of the provincial workshops wiII 
therclbre be reported only as they are relevant to the objectives or this study. For 
example, the recommendations of the provincial coordinators are used to inf(wnl 
norms, and qualitative reports on current levels of service provision provided during 
the provincial workshops are used to supplement data from the questionnaire, 
pal1icularly when the questionnaire data appeared to be inaccurate. These areas will 
be identified as they arc reported. 
3,1.3 Consultations with experts and other colleagues 
Selected national and international experts and other colleagues assisted with the 
methodology and substance of the norms development process (Appendix C). In 
some instances this consultation was conducted by suhmitting draft documents f()r 
comment. J n other instances, one-to-one interviews were conducted. Where specific 
contributions were made, these are acknowledged in the text. 
3.2 Service indicators 
3.2.1 ned/population ratios 
a) Bed/population ratios were calculated using the following formula: 
bed/population ratio 
number () r psychiatric beds X 100 000 
total population 
b) Bcd/population ratios rcler to the number of beds in hospital settings, not 
community residential facilities. Ilospi1ai settings may include specialist 
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psydriatric institutions and general hospitals (whether district hospitals or 
tertiary general hospitals). 
c) Bcd/popUlation ratios refer to numhers or availahle beds (per unit 01' 
population), not numbers of oecupicd beds. 
d) Bed/population ratios in this study were calculated per 100 000 total 
population, without specifying age categories. Some studies report agc-
specific bcd/population ratios per 100 000 (It)f example bcd/population 
ratios pcr 100 000 population aged 15 years and above (llafilcr, 19R7)). 
This needs to he taken into account when interpreting the ligures from this 
research. 
c) National and provincial population ligures were taken Irom preliminary 
results or the 1996 South African household survey (Central Statistical 
Services (C8S), 19(7). 
I) Types of inpatient facility were de1ined according to length of admission. 
Acute and emcl'gency facilitics were oe!ined by aomission duration or up 
to three months. Those with longer admission durations were defined as 
medium-long stay facilities. The distinction between "acute" and 
"medium-long" stay facilities is in keeping with that adopted by the WHO 
(WIIO, I 996b). Further rationale f()r this distinction is presented in the 
review of literature on acute and medium-long stay bcd/popUlation ratios 
in chapter 2. 
g) This study is only concerned with public sector mental health services (sec 
section 3.6), with the assumption that patients with severc psychiatric 
conditions rely almost entirely on the puhlic sector 1(.)[ mental health care. 
Bcd/population ratios arc thcrcf()fe reported tor puhlic sector services 
alone. 
h) There Illay be a need to account for cross-border /low hetween certain 
provinces in the calculation of the denominator population. Reports from 
the provillcial workshops indicated that many (iauteng mental health 
services, Ii)f example, provide care It)[ paticlIts Ii'om at least three other 
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neighbouring provinces, namely, Mpuma]anga, Northern Province and 
North West Province. To adjust f(lr this, the provincial coordinator for 
Gautcng suggested illcreasing the estimate or Gauteng's denominator 
population according to the j()IJowing figures (Lazarus, 1998): 
w Primary Care: 
o Secondary Care: 
o TCliiary Care: 
1 000000 
3 000 000 
5000 000 
J Jowcver, this illtroduces difficulties 111 calculating the denominator 
popUlations of neighbouring provinces. There are no data regarding the 
number of people from each of the neighbouring provinces that rely on 
Gauteng for in-patient treatment. There is thus no way of knowing how 
the denominator populations of neighbouring provinces should be 
adjusted. 
For the purpose or this thesis, it was suggested (M. Freeman, personal 
C0l111mUlication, 1998) that denominator populations correspond 10 the 
existjn~ populations in each province. 'fhese data would inl()fm the 
planning and development of adequate services within each province. In 
addition, a system of billing could be introduced at a later date whereby a 
province would be reimbursed by a patient's home province for services 
received. 
Clearly, this debate cannot be resolved in the context of this thesis. Where 
appropriate, tigures of combined provinces arc provided, in addition to the 
provincial breakdown, to give a more realistic picture of current service 
provision (for example, in the reporting of bcd/popUlation ratios). 
i) Bed/population ratios in this thesis are calculated across levels of service 
delivery in a "vertical" Hlshion. This means that psychiatric bed numbers 
were reported in a range of settings, including district hospitals, wards or 
general tertiary institutions or dedicated psychiatric institutions. Because 
or variation between provinces, particularly in the level of integration of 
mental health services into general health care, it was impossihle to 
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stipulate the setting of the psychiatric beds. Bed/population ratios arc 
therel()re reported as global figures that include all levels of inpatient 
psychiatric care. 
j) In certain installces data regarding the numbers of acute beds in general 
(regional and district) hospitals were not available. However, it was clear 
that psychiatric patients were being managed in these Ulcilities I()r short 
admissions, usually 24 to 48 hours in duration. r n these instances, bed 
numbers were estimated from the numbers of admissions, and lengths of 
slay that were provided in other sections or the questionnaire. Two bed 
occupancy rates were used (80% and 100%), with ditlerent numbers of 
beds generated f<)r each. Variable bed occupancy rates were used to allow 
fiJr variability in the use of the available beds. The estimated number of 
beds was calculated in this instance by using the f(Jllowing Ilmnula: 
(number of annual admissions X length of stay) 
number of beds ---------"------------------------------_.,--" 
(% bed occupancy X 3(5) 
k) Lilccare facilities were reported separately lrom medium/long-stay 
facilities. This is partly because these ta_cilities ftequently include patients 
lrom other provinces, and pal1ly because Lifccare f~lcilities would be more 
appropriately characterised as "long stay" facilities than "medium/long" 
stay I~lcilities. Lengths of stay of J 0 years and more have been reported in 
these institutions (Portcus ct aI., t 998). 
3.2.2 Staff/population ratios 
a) Sta1l1population ratios were calculated using the following formula: 
number 0 r stan' X 1 00 000 
statllpopulation ratio = 
lotal po[>ulation 
b) The scale and time Jrame of this project did not make the calculation or 
statlipopulation ralios l()r all staIr categories possible. Instead, descriptive 




o psychiatric nurses; 
w psychiatrists; 
LJ registrars: 
LJ medical otTicers; 
LJ clinical psychologists; 
w intcrn clinical psychologists; 
o occupational therapists (OT) 
u occupational therapy assistants (OTA) 
D pharmacists; and 
Q social workers. 
Psychiatric nurses were defined as nurses who had spccialjst training in 
psychiatry and render a psychiatric service. Altbough Hpsychiatric nurses" 
do not denote an official nursing catcgory, hut rather a descriptive term, 
nurses who render a psychiatric service needed to be disl inguished from 
other nurses who render gencral mcdical carc, for the purpose of this 
study. 
c) As with bcd/population ratios, stal17popuJation ratios are reported across 
levels of care in a vertical (ashion. Psychiatric staff may be present in a 
range of settings, such as Pile dinics, CItCs, secondary level district 
hospitals, wards in general tertiary institutions, and dedicated psychiatric 
institutions. Because of the integrated system of delivery, it may be 
necessary in certain instances to describe statT as percentages of generalist 
statr or Full-'rime Equivalents (F1'E). The term Full-Time .Equivalent is 
de Ii ned as the equivaJent of a full-time mental health stall' member. For 
example, if a general health worker spends 2 ()OA. of her/his time in mental 
heaHh work (including time spenl seeing patients, making referrals, 
writing case Hotes, consulting with colleagues), then, tClr the purposes of 
this research, s/he is 0.2 of a F'rE mental health workcr. It would take 5 
such general health workers to make up I FTE mental health worker. 
Similarly if an outpatient clinic is stalled by a number of psychiatrists, hut 
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there is only ever one psychiatrist on duty at anyone time, then that 
outpatient clinic is measured as having 1 FTE psychiatrist. 
d) Issues relating to the calculation of thc denominator population, such as 
units of population, age rangcs, population data sources, cross-border How 
and public sector servict:~s are dealt with in the same way as f(H 
hed/population ratios. 
c) It was estimated that academic statr in the public seclor spend 
approximately one third of their time with academic commitments such as 
teaching, research and university administrative commitments. It is 
Lhcrcf<:Hc necessary to apply the following tc)rmula when interpreting the 
staFt/population ratios to academic stafT: 
Non-academic stafT x 4 
Academic stafT 
3 
3.2.3 Staft'lpatient ratios 
a) As with stampopulation ratios, the scale and time frame of this project did 
not make the calculation of staff/patient ratios for all stafT categories 
possible. Instead, descriptive term'> were used and stafiJpatient ratios were 
recommended fbr each or the j()llowing: 
u nurses; 
u psychiatric nurses; 
u psychiatrists; 
o registrars; 
u medical officers; 
LJ clinical psychologists; 
u in1erns; 
u occupational therapists (OT) 
LJ occupational thcrapy assistants (OTA) 
o pharmacists; and 
u social workers. 
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b) As with bed/population and stafllpopulation ratios, stafIlpatient ratios arc 
reported across levels of care in a vertical fashion. Because of the 
integrated system of delivery, it may be necessary in certain instances to 
describe staff as percentages of generalist stafT or Full-Time Equivalents 
(FTEs) (sec definition, above). 
c) For the purposes of this research, stan/patient ratios were calculated t()r 
both hospital and community services. 
d) In inpatient settings, with limited information systems, it wm; impossible 
to calculate sta1l7patient ratios according to fluctuating numbers of patients 
ill the ward. Such a process would require cognisance of such {actors as 
bed occupancy rates and recidivism, among others. For the purposes of 
this research, therefore, stajj/patient ratios in inpatient settings arc 
equivalent to stafjlbed ratios. This was considered important to make 
literature on statllbed ratios meaningful in the South African context 
Stafilpatient ratios lor inpatient care are calculated not according to 
numbers of occupied beds (i.e. actual patients on the ward) but according 
to numbers of available places or beds on the ward. 
Stanlpatient ratios f()[' inpatients were therefore calculated usmg the 
tiJllowing formula: 
number of statr 
stanJpatient ratio (inpatients) =~~-~mI;c~~{bcd~ 
e) In ambulalOlY care settings, because of the di1liculty of ascertaining 
numbers of actual patients from provincial ini(mnation systems, it was 
necessary to calculate a ratio of statT to patient visits or attendances (ralher 
than patients). This was done using the concept of daily [Jaticnt visits 
(DrV), namely the average number of patients who usc the ambulatory 
service in a day. The flJILowing t()l"Illula indicates how this was calculated: 
number or staIr 
staff/patient ratio (ambulatory care.) 
~---.------,-.-,---.----.-"-------.-'---------~-'--





"Community" and "hospital" 
During thc course or consultation with provincial mental health serVIces, it 
emerged that there were two bodies of opinion about whether community 
services should include outpatient services otlered at hospitals such as 
secondary (district) general hospitals, tertiary general hospitals, and dedicated 
psychiatric institutions. Some argued that outpatient services at hospitals 
should be included as community services because such a definition assists 
services to monitor the progress of deinstitutionalisation. If hospital outpatient 
services were not included in community services, the argument fan, the shitl 
from the treatment or patients in inpatient psychiatric facilities to outpatient 
settings (whether in hospital or not) would not he reflected. A 
coun1crargument was that it is unusual fill" cllmmunity services to include 
hospital facilitics of any kind, and that OPD statT are lIsually indudcd 011 
hospital establishments. 
There was consensus that: 
u Llospital servIces include all inpatient psychiatric li:lcilities (i.e. beds 
with professional stall' on duty for 24 hours per day) IClund in the 
fiJllowing settings: secondary (district) general hospitals; tertiary 
general hospitals; and dedicated psychiatric institutions. 
u Community servIces include all psychiatric residential care outside of 
hospital settings (such as group homes, stalled hostels and staficd care 
homes) as well as ambulatory services ollcred at PI Ie level (such as 
clinics and CI res). 
Instead of attempting to resolve this debate, two detinitions have been 
cmployed, in an attempt to accommodate both points 01' vicw. This thesis 
therdore provides two community/hospital ratios, defined according to each 
01'1 hc above arguments. 
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3.2.4.2 
I n Definition 1, outpatient serVlces at hospitals arc included as community 
servIces. 
In Definition 2, outpatient services at hospitals are not included as community 
services, but rather as hospital services. 
Staff and utilisation ratios 
The community/hospital ratio was calculated In two ways, to address either 
stalTdistribution (input) or service utilisation by patients (process). 
The ratio measuring staff distribution is defined as the ratio of staff employed 
in community settings to all stall: cxpressl~d as a percentage: 
Number of community staJTX 100 
community/hospital ratio (stan) .. cc- -.------.-----:------
No. of comm. statT+ no. ofhospital staff 
T'he ratio measuring patient service utilisation is defmed as the ratio of the 
annual ambulato ry care attendance rate per 100 000 population to the sum of 
this rate and the annual hospital admission rate per 100 000 population, 
expressed as a percentage: 
ambulatory care attendance rate X lOO 
community/hospital ratio (patients) = --a-;:;lb~j~i·~-~Y·care attendance ~at~+~d~i~sio-~~;t~·-· 
Of course, each of the two definitions of hospital and community mentioned 
above will yield a different ratio. 
Note that the term "community/hospital ratios" does not strictly speaking rcier 
to the "ratio" of "hospital to community", since the denominator includes the 
number ( or rate) compnsmg the numerator. However, the tenTl 
cOllllllunity/hospital ratio was llsed to rellect the fa.d that a relationship 
betwcen community and hospital-based services was being measured. The 
lSI 
3.2.5 
expression of this relationship as a percentage was thought to be more readily 
understandable by service planners. 
Bed occupancy rate 
a) Bed occupancy rate was ascertained by calculating the average number oj' 
occupied beds in an inpatient lacility during a month, dividing it by thc 
total number or beds, and reporting thjs figure as a percentage (Monitor 
Company, 1(95): 
average number of occupied beds X 100 
bed occupancy rate (%) -
number of available beds 
b) The integration of psychiatric inpatient care into general hospita Is makes 
the measurement and definition of bed occupancy a complex issue. In 
some district hospitals throughout the country, beds were not delined as 
psychiatric beds in any formal sense, although brief admissions of 
psychiatric emergencies was relatively common. In these cases, bed 
numbers were estimated on the basis of admissions and bed occupancy, sel 
at 80%) Of 100% (see section 3.2.1, above). The issue oj' how to calculate 
bed occupancy when bcd numbers are themselves estimates based on 
variable bed oceup:mcy (at 80% or 100%) was a challenging 
methodological issllc flJf the study. This was resolved by using both levels 
of bed estimates in reporting the numbers or "availahle" beds. The 
numerator le)r the bed occllpancy rate was obtained using the reported 
numbers of beds occupied by psychiatric patients per month, which was 
cOllverted to lhe average occupied beds per day. Two denominators were 
used, corresponding to the two estimates of available beds. This produced 
1 wo sets of bed occupancy rates. 
'fhis method appears to have been adequate Ii.))" the present purposes, at 
least partially because the majority or beds are located in dedicated wards 
or institut ions. However, with increasing levels of integration in dislricl 
hospitals, this problem is likely to persist. The development of provincial 
inli.mnatioll systems needs to address this Issue 111 the monitoring or bed 
occupancy nOfms, particularly in district hospitals. 
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3.2.6 Admission rates 
a) Admission rates were defined as average annual admissions per lOO 000 
population (llalner, 1987). These were calculated using the Ihllowing 
formula: 
number 0 r inpatient admissions per annllm X 100 000 
admission rate ,.c. • •.... -----•. --.~-.---~.-.'-.-..... ~--'. ..------.---....• -•..• 
total populatIon 
h) As with earlier ratios, adm.ission rates were calculated per 100 000 total 
population, and were not specified according to particular age ranges. 
Where the literature does make age specijications, this discrepancy is 
noted. 
c) Other issues relating to the calculation of the denominator population, such 
as units of population, cross-border 110w, and private sector services, were 
dealt with in the same way as f()f bed/population and staffi'population 
ratios. 
d) Admission rates were also calculated for all inpatient ia.cilities across 
levels of service in a vertical fashion. In reality, with a horizontal 
integrated system of service delivery, patients with SPC may be admitted 
to a range of settings ii'om district hospitals to wards in general t~rtiary 
inst itutions and dedicated psychjatric institutions. Admission rates 
therefore provide a global picture or the rate at which SPC patients are 
admitted to a range of psychiatric facilities. 
3.2.7 Length ofac.frnission (Average Length of Stay: ALOS) 
a) Average length of stay is defined as "the average length of tjme (in days) 
that a patient spends at the hospital beJ()fe discharge" (Monitor Company, 
1995). 
b) Some authors argue that the median length of stay (n01 the mean or mode) 
is the most accurate mcasun: for recording the average length 0 r 
admission, chiefly because of the exponential decay or the leng1h of stay 
of any given cohort or patients (Priest ct aI., 1995; Stevens ct aI., 20(1). 
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3.2.8 
The median length of stay was therei{)fe used to calculate average length 
of stay in this study. In responding to the provincial services 
questionnaire, it was not always clear whether a mean or median 11gure 
was provided hy the provincial coordinators. Nevertheless, medians ol'the 
ligures that were reported were calculated in the entering of the data onto 
spreadsheets (see Appendix D), 
c) Another important limitation regarding the provincial data was that lengths 
of stay were not requested according to types of facility in the 
questionnaire, This conHated the ALOS f()r acute and medium-long stay 
facilities in psychiatric institutions, and results provide an unrealistic 
pattern 0 f inpatient care. Figures for general hospitals, which are mostly 
acute facilities, provide a more accurate picture of acute care in these 
facilities, 
d) As with other indicators, lengths of stay are calculated tor all inpatient 
facilities across levels of service in a vertical fashion. In reality, with a 
horizontal integrated system or service delivery, patients with severe 
psychiatric conditions may he admitted to a range of settings ITom CITes 
to secondary level district hospitals to wards in general tertiary institutions 
and dedicated psychiatric institutions. A verage length of stay theref(m.' 
provides a glohal picture of the average amount or time which SPC 
patients spend in psychiatric inpatient facilities. 
Readmission rates 
a) Readmission rates refer to the percentage of patients discharged from 
inpatient care who are readmitted within a year. Expressed as a Ilmnula. 
readmission rates were calculated as follows: 
number of patients readmitted per annum X 100 
readmission rate (%) " ----------------------------.-----.-------.-.-... --... ------------.--. 
number of patients discharged per annum 
b) LJnJiHiullateiy, lollowillg early response to a dran of the questiollnaire, it 
was decided that provincial coordinators would not be in a position to 
provide data regarding readmissions, as this in/()rmation was n01 routinely 
154 
available fi'om hospitals. This item was there lure not included in the 
questionnaire tImt went out to the provinces. Nevertheless, on the basis of 
the literature, suggestions liorn provincial coordinators and data from one 
province, it was decided to persist. with developing a norm for this 
indicator. The status of this norm, which could not be inliH'lned by data in 
all provinces, should be interpreted accordingly (see chapter 5 fbr further 
discussion). 
3.2.9 Defnult rates 
a) Non-compliance with psychiatric treatment takes several f(mm;, including 
1ailure to keep initial appointments. usc outpatient referrals Irom 
emergency serVIces, keep altercare appointments tbHowing 
hospitalisation, remain in treatment, and take prescribed medication (Chen, 
1991). Because of limited inlurmation systems in South African mental 
health carc, it was not possible to develop indicators fiJr each of thcse 
areas. Default rates in this thesis thcret()re t()CUS exclusively on patients' 
I~lilure to attend booked appointments at clinics or OPDs. Dehtult rate was 
defined as the percentage of patients who deHmlt from their treatment in 
this regard: 
number of patients who filiI to keep appointments X 100 
default rate (%) = -~-~;l[;;:-orpatients booked for ',n>","YH 
The denominator is thus the sum of the attcndt:rs and the defaulters. 
b) As with other indicators, defuult rates were calculated fhr all outpatient 
lacilities across levels of service in a vertical fashion. In reality, with a 
horizontal integrated system of service delivery, SPC patients may delimit 
in a range of settings Jrom clinics and CHes to outpatient facilities at 
secondary level Distric1 hospitals, (Jeneral tertiary institutions and 
dedicated psychiatric institutions. Dctuult rate therefbre provides a global 
picture of the average rate at which SPC patients default from psychiatric 
outpatient t.reatment. 
3.3 Model 
On the basis of inlormation from the literature, a model was developed for calculating 
tbe mental heath services and human resources required to care (il[ people with severe 
psychiatric conditions in a hypothetical population of ] 00 000 people in South Africa. 
Using a model developed by the World Health Organisation (WHO) (WHO, 1996b) 
as a Iramework, the model draws on South Afi-ican health service literature and 
guidelines (Lazarus, Freeman, & Rispel,1995; Monitor Company, 1996; Rispel et aI., 
19(6) as well as the data from the provincial questionnaires to produce an estimate of 
the specific mental health service needs of patients with severe psychiatric conditions. 
It has been shown elsewhere that the adjustment of service assumptions significantly 
at1ects the outcome of any modelling process (Faulkner & Goldman, 1(97). Therc 
arc few generally accepted assumptions about mental health service needs. For this 
reason, assumptions need to be stated clearly and justified, if a model is to be usditl 
as a tool for service planning and management. Thc model was developed in a 
spreadsheet format lIsing Microsoft Exccl@ and offers considerable flexibility within 
this environment (see Appendix E). H can be adapted to specific settings according to 
the point of entry, by adjusting any of the following assumptions or variables: 
I. population size; 
2. age distribution; 
3. prevalence; 
4. levels of coverage; 
5. atlendances at ambulatory care facilities; 
6. ambulatory care utilisation rates; 
7. length 0 f co Llsultation; 
8. ambulatory care workloads; 
9. lK~ds (acute and medium-long stay); 
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10. stafT(inpatient and ambulatory care); 
11. lengths of stay; 
12. admission rates; and 
13. bed occupancy rates. 
These variabJes can be adjusted by using estimates, or by substituting existing service 
dnta. fl therefore allows for a combination of existing data and estimates of need or 
service provision, to calculate beds and staning requirements. A diskette with the 
model as a Microsoft Excd® file accompanies this thesis. 
For this study, no community residential Ihcilities were developed within thl~ model. 
This is partly because methods fDr calculating community residential beds wen~ not 
sct out in the WI-lO model. Furthermore, there were few data to guide the calculation 
or eommunity residential bed numbers in South Africa. Although inrormation 
regarding community residential (acilities was requested in the questionnaire, only 
one province (Gauteng) reported community residential filcilitics 1()r mental health 
care. The model does, however, retain su1licient tlexibility to include this variable at 
a later date. In the interim, the goal of this model is the provision of minimal hospital 
inpatient beds and concerted community-based ambulatory care services. 
To clm·jty how the results of the model were calculated, the steps in the modelling 
process arc now set out. 
Stell 1. The modelling process begins with a hypothetical population. The WHO 
model (WHO, 1996b) specifies that the popUlation should tall within an authentic 
"naturar' or administrative area; should be large enough to make services cost 
effective whiJc providing a range and variety of services; should be small enough to 
be managed easily; and should be such that services are casily accessible to the entire 
population, with ease of transport a priority. 
Using thes!;) crikria, a hypothetical population of 100 000 was thought t.o be the most 
appropriate tc)r South Afi'lcan st~rviccs for the filllowing reasons, 
157 
u The population of 500,000 suggested by the WHO is too large for areas in 
South Africa with low population densities where access to services and 
transport arc limited. 
u Preliminary guidelines f()r the catchment population of health servIces 111 
South Africa recommend 10,000 Illr clinics and between 100,000 and 180,000 
for major health centres providing 24 hour eare (RispeJ et aI., 1996). Although 
exact sizes of districts vary considerably, the Jigure of 100 000 approximates a 
district in many instances. 
u A population of 100 000 is large enough to facilitate economies of scale and 
provide a range of services, with the possible exceptions of medium-long stay 
and t()fensic inpatient services. For these specific services, the needs of live 
distrids could be combined (sec step 4 ofthe modelling process, below). 
u Numerically, the 11gure of 100 000 is easy to convert to exact district, regional 
and provincial ligures in the use of this model as a planning and management 
tool. 
u Most of the literature on psychiatric bed needs and much of the literature on 
staftlng and admission rates report figures per 100 000 population, which 
f~tci1itates comparisons. 
'rhe population of 15 years and over is particularly important f()r severe psychiatric 
conditions since thc peak age of onset f(H schizophrenia in males is 15-25 years 
(Kaplan, Sadock, & Grebb, ] 994). I n South A (fica, 63.65% of the population is aged 
15 years or older (Central Statistical Services (CSS), 1997), corresponding to 61,650 
peopJe out () f a hypothetical population {) f 100,000. 
Step 2. Epidemiological data arc used to measun.~ the service needs of people with 
severe psychiatric conditions. Thornicroil and Tansclla (1999) recommend a series or 
choices that can be made when using epidemiological data to assess service needs 
(Figure 3.1). 
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I. II, II 1, and I V, adjusted jc)r specific local lllctorS (e.g., the extent 
of non-health service provision, family support, local traditions, 
_Illig!'Cl.tj~)I~~tc ):.________ __ ... __ ....._________________ . 
",'ourre: adapted from (Thornicrofi et aI., 1999) 
To date no comprehensive epidemiological surveys have been conducted 0(" 
psychiatric disorder among South Africa's adull popUlation. Community studies have 
been conducted fin specific populations such as a study or the prevalence of 
psychiatric morbidity in the adult population of a so-called coloured rural village 
(Rumble, Swartz, Parry, & Zwarenstein, 1(96), or specific populations and 
conditions, such as the prevalence study of minor psychiatric disorders in an adult 
African rural community (BhagwaI1iee, Parekh, Paruk, Petersen, & Subedar, 19(8), 
and a study of post-partum depression in a peri--urban seltlemenl (Cooper et al., 1(99). 
The Medical University of Southern Ali-iea (MEDUNSA) is reportedly conducting a 
m(~jor nationa I study of menial health needs and disorders (Thol11, 20(0), 
l'i9 
Prevalence estimates were thercfbre obtained Irom the National Co-morbidity Survey 
(NCS) (Kessler et at, 1994b), an example of "choice I U", above. This was done f()r 
several reasons: 
u suitable South Atrican data arc not available (Parry, 1996)~ 
LJ the WHO model makes use of the NCS figures (WHO, 1996b)~ 
u some community surveys in developing countries show that the magnitude of 
psychiatric disorders does not dincr 1rom that fi.)tUld in developed countries 
(Levav, Restrepo, & Guerra de Macedo, 1994); 
Ll the NCS findings report 12 month prevalence rates, appropriate fCH the 
methodology ofthis study; 
LJ the NCS study is relatively recent; and 
u it has high quality methodology in terms of instrumentation, sampling strategy 
and sample size. 
Using this prevalence data, in the hypothetical population of 100 000 people, mental 
health serviccsfi)r severe psychiatric conditions should be available io at least 3004 
people in a year (approximately 3% or the population) (rable 3.] ). 
Table 3. I Expected severe p,\:ychialric conditions for people aged 15 years and 









































Based on figures from the National Comorbidity Study, using DSM HlR. 
Non-affective psychosis includes schizophrenia, schizophreni1<:mn disorder, 
schizoaflectivc disorder, delusional disorder, and atypical psycbosis. 
The figure reported here indicales the prevalence ora manic episode. 
The figure reported indicates the prevalence 0 f a major depressive episode. 
This includes partic disorder, agoraphobia without panic disorder, social 
phobia, simple phobia, and generalised anxiety disorder. 
The percentage of severe cases was based on the Wf10 recommendations. 
This 3% prevalence rate is an under-estimate since substance-induced psychotic 
disorder, brief psychotic disorder, mental disorders due to a general medical 
condition, posttraumatic stress disorder (PTSD) and obsessive-compulsive disorder 
are excluded. Trauma is particularly signiticanL in South Africa, where high rates of 
PTSD have been detected in people who survived human rights violations under 
apartheid (Kaminer. Stein, Mbanga, & Zungu-Dirway~ 200J). There is also the 
presence of a growing number of refugees from other African countries (Crush & 
MacDonald, 2000). As studies in other settings have shown, refugees have very 
specific mental health needs that need to be addressed by service planners 
(BrundtIand, 2(00). 
Nevertheless, this figme is in keeping with other tindings that indicate an annual 
prevalence of 2.8% teH severe mental disorders in the USA (US National Advisory 
Mental Health Council, 1993). In developing countries estimates of the annual 
incidence of severe aeute conditions have been 0.5 per 1000, and of chronic 
psychiatric disorder 5 per 1000 in the general popUlation (WHO, 1984). 
Step 3. 1n keeping with the guidelines tor PHC services in South Afi'ica (Rispcl ct aI., 
19(6). two levels of service coverage were culcu!ated: a minimum level or 30% 
coverage, below which services would be unacceptable; and a goal of 100% coverage. 
I ':ach 0 f these levels is applicable f()r ambulatory (or outpatient) and inpatient care. 
Expccteu annual attendances al ambulatory care lacililies were calculated using the 
fi:)lIowing formula: 
Annual visits "ccc prevalence X target population X coverage X mmtl11UIll 
annual visits per person, 
where the minimum annual visits/person is 12 visits per annum, as recommended by 
the South African Guidelines I()r PFIC services (Rispel et aI., 1996). 
Daily patient visits (DPV), namely the average number of patients who make use of 
an ambulatory care service per day, were calculated using the tollowing fi.wnula: 
Daily patient visits (DPV) = total annual visits + working days per year 
In keeping with the WHO model, and the calculation of indicators (see section 3.2. J) 
inpatient services were divided into acute beds and medium-long stay beds. Acute 
beds arc intended Jor short-term management of patients in a state or crisis or relapse. 
with a view to stabilising the patient to a point where treatment can be continued on 
an outpatient basis. It was assumed that a limited number of medium-long stay 
psychiatric beds are necessary (iJr the management or severe chronic conditions 
(Cli/l()rd et aI., 199J). 'fhe number of beds required was calculated using the 
following formula: 
Beds = no. of severe cases X % needing hospitalisation X (ALOS +3(5) X 
rotation nIctor, 
where ALOS' average length of stay, calculated as the median days of admission. 
and the rotation I~lctor allows f(}r a period when the bed is unoccupied between 
discharge and a new admission. The WHO model recommends a rotation fhctor of 
1.15 fix acute beds. and 1.05 it)r medium-long stay beds, implying bed occupancy 
rales of 85% and 95% respectively (WHO, 1996b). The WHO model concedes that 
the percentage of patients who will require hospitalisation during a year can be 
adjusted according to local findings, and does not give a source fi}r its own figures. 
The estimated percentage of patients who would require hospitalisation during a year 
is broadly consistent with the Epidemiological Catchment Area (ECA) prospective 1-
year prevalence rates of disorders and services (Regier et aI., 1993). 
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In calculating the number or beds fi)r medium-long stay facilities, the assumption of 
the WHO was 1hllowed that 5% of patients sutlering Ii-om schizophrenia would need 
medium-long stay beds with an average length of stay of 180 days (WHO, I 996b). 
Patients suffering from bipolar disorder were added, assuming that 0.5% would need 
medium-long stay beds. This is consistent with previous estimates of the percentage 
of chronic patients who require ongoing long term care (Department of llealth and 
Human Services Steering Committee on lhe Chronically Mentally lll, ] 981: [latner & 
an der Heiden, 1989). 
Step 4. In keeping with the WHO model, human resources were caJculated only t()f 
professional statf Maintenance, kitchen, laundry, cleaning and clerical staff would 
need to be added to the recommended figures. In South Africa, public mental health 
services at primary and secondary level are frequently integrated with general health 
care and delivered by general health workers. To calculate the anlOunt of time u 
generalist health worker spends with psychiatric work, the percentage of time 
generalists spend delivering a psychiatric service is multiplied by the tolal number of 
generalist s1an: When this is added to the number of lull time mental health workers, 
this gives the total number of full-time equivalent (FTE) mental health workers. 
Workload f{)f psychiatric staffing has heen calculated by some researchers according 
10 standard time estimates tor specific treatment procedures (Faulkner et aI., 1997; 
Morrisoll, 1998). This approach has received criticism in South Africa (Rispel et aI., 
1996; Gray, 1998), because of the variability of the procedures, skin level and 
experience of statf in clinical work. Instead, calculation according to workload, Le. 
numbers of beds covered and numbers or patients seen, is used. Although this method 
is relatively erude compared to those developed elsewhere (Goldman ct aI., 19(4), it 
is the most feasible within the constraints of South AtHcan mental health service 
intormation systems at present. It is also a method that has been used to calculate 
standard workload by the WHO in its development of workload indicators for statTing 
need (WI SN) (Shipp, \(98). Indeed Shipp (1998) argues that either time estimates or 
activity rate (e.g., number of patients seen) are acceptable I()r calculating staHing 
rcq uircmcnts. 
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For ambulatory care services, human resources can be calculated using the f()lIowing 
(ormula: 
F'fE stan'cc (DPV X working days per year) ~, (Consultations per day X staff 
working days per year) 
Values for thesc calculations were obtained from South African workload studies at 
primary care level (Rispel et aI., 1996). Staff working days per year were calculated 
after holidays and sick leave. Consultations per day were calculated from 
observations of work patterns and assume that 44.3%, of staff time is spent in direct 
patient contact (Rispel et ai., 1996). These eSlimations do not cover home visits. 
follow-ups of missed appointments or outreach. This work is essential within the 
framework of community-based care with an emphasis on rehabilitation of patients 
with severe psychiatric conditions. The WffO model's suggestion that a further 30% 
ofstafTbe added R)r home visits and other outreach activities was adopted. 
For inpatient services, human resources were calculated for nursing stalf al nurse/bed 
ratios of 0.5 (acute) and 0.3 (medium-long stay). 'rbese ratios and fhe numbers of 
other clinical statf arc drawn from the WHO stall' distribution recommendations 
(WHO, J996b). FTE nursing stalT i()r inpatient care are therefore calculated as 
()llows: 
FTE inpatient nursing sta(f- number of beds X staff/bed ratio 
'The WHO model makes human resource recommendations for a 45-bed medium-long 
stay unit. Medium-long stay beds per 100 000 could not be served in isolation, since 
bed numbcrs would be too low tc)r a feasible functional unit (Monitor Company, 
1996). It would thus be necessary to combine the bed needs or several 
districts/regions. For this modelling process, the needs of 5 such districts or regions 
were combined. 
In terms of the proiessional disciplines involved in mental health care, and the 
distribution or the total staff among these disciplines, the WHO model was used as a 
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guide. The role of occupational therapists is given added emphasis, given evidence of 
their possible contribution to rehabilitation services, particularly in developing 
countries (Pradad. Bhagat, & Padankatti, 1991). 
it was intended that provinces who do not have the recommended disciplines should 
use some flexibility, and explore the possibility of substituting staff where 
appropriate, in keeping wiLh WHO recommendations made elsewhere (WHO, 2000). 
As an example, innovations in staif roles have greatly assisted resource shortages in 
an inner city mental health service in Toronto (Read & Gehrs, 19(7). In addition, 
community support systems could be used where appropriate. This approach has 
been used with good eflect in a variety of settings. For example, in Botswana, as 
noted in the discussion of community/hospital ratios in chap1er 2, crucjal to the 
sllccess of the programmes were strongly established extended family networks and a 
system of 300 community level Family Wclfhrc Educators (FWEs) to supplement the 
existing one psychiatrist and 8 psychiatric nurses (Ben Tovim, 1987). Similarly in 
London, befriending services have been shown to be a useful adjunct to services fiJI' 
chronic depression among women (Harris, Brown, & Robinson, 1999). 
3.4 Norms 
The I{)rrnulae used to calculate each individual norm were the same as those f()r the 
corresponding indicator. For example, bed/population norms were calculated using 
the same t()fmula as bed/population ratios. As stated in chapter 2, the distinction 
bet ween indicators and norms is that whereas the former reflects existing service 
levels, the latter recommends service levels. 
The development of norm'> is tl1r 1i·om being an exact science and needs to take 
account ot' a multitude of variables, including local needs, policy shifts, and current 
service realities (see chapter 2). In all attempt to address these, the proposed norms 
were formulated taking into account several factors, viz.: 
1. international existing service ratios; 
2. international recommended service ratios (i.e., norms); 
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3. the current situation in the provinces (from service indicators); 
4. opinions of key provincial figures and experts; and 
5. computerised modelling of a hypothetical population. 
Provincial workshop participants and colleagues stressed the need to develop norms 
that were flexible. This was partly because of the anticipated variability in levels of 
service coverage between and within provinces, and because of the need to adjust 
nomlS according to specific local variables (for example, according to predominantly 
urban and predominantly rural provinces). 
To address the need t()[ flexibility, a distinction was made between baseline and target 
norms. 
3.4.1 Baseline Norms 
The development of baseline norms was guided by the t()lIowing principles. 
I. A baseline norm is, as a rule, guided by the existing national service indicators 
(e.g., the total national acute bed/population ratio). At a fundamental level. 
therei()rc, the goal of the baseline norm is the establishment 0 f national equity. 
This implies that provinces with ratios that arc below this level otter an 
unacceptably low level of service. T'he first task is the improvement of 
services across the country to meet baseline norms and ensure equitable levels 
of care between the provinces. 
2. Where the national mean seems exceptionally low (or high) in terms or 
specific trends in polil:y and service development, the baseline is adjusted 
accordingly. For example, there is currently a policy shift away from long-
tcrm custodial inpatient care towards short-term inpatient care and ongoing 
management of patients in the community. 'fhis implies that the baseline level 
t()r acute beds should be set higher than the national average and the baseline 
level /()J" medium-long stay beds at a lower level than the national average, in 
order to shih the pattern of care away limn its present position. 
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3. Where appropriate, baseline levels are moditied in the light of qualitative 
observations during the provincial workshops and the recommendations of the 
provincial mental health coordinators J()f their provinces. 
3.4.2 Target Norms 
The recommendations fClr larget norms are based 011 I he fo Ilowing principles. 
I. The lirst principle of target nOllns is that they are based on estimations of 
need. l~vidence ITom the literature and patterns of existing service delivery 
indicate that there is suhstantial unruet need j()r services among South 
Africans with SPC. 
2. In these terms, target norms imply service development, and the movement, 
over time, towards providing t()r the mental health service needs of people 
with severe psychiatric conditions. 
3. In the context of this thesis, this implies that target norms are based on the 
proposals of the model for mental health care, which describes services based 
on estimations of the prevalence of severe psychiatric conditions, adjusted to 
local variables. 
4. Like the baseline norms, these recommendations need to be adjusted 
according to specific considerations. These include policy shifts such as 
increased acute inpatient fllcilities and decreased medium-long stay lacilities, 
as well as increased training, support and development or sta1'f who provide 
mental health services at primary CaIe leveL They also include the specific 
recommendations and concerns 0 r provincial mental health coordinators, and 
the numcrous parties consulted during the course of the norms deVelopment 
process. 
The distinction between baseline and target norms is not to be cOlifused with the 
stipubtiol1 oj' 1m,;) and 100% coverage levels in the model. The 30% and 1001% 
coverage levels in the model were developed to assess the resource consequences of' 
specific coverage levels, based on suggestions n·om the primary care guidelines 
(Rispcl el al., 1996) and not the distinction between baselinc and target norms. The 
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modelling process takes place prior to the Jinal recommendation of norms, and target 
norms are based on the 100%) coverage recommended by the model. Obviously, this 
could be adjusted in future modelling and service planning. 
3.5 Manual 
The lina] Norms and Standards report was handed to the Directorate: Mental I Iealth 
and Substancc Abuse on 30 June 1998. At a national meetillg of provincial 
coordinators on 23 July 1998 it was suggested that a user-fl"iendly nonn ... "> manual be 
drawn lip to prescnt the provisional norms in a more accessible way, and provide a 
tool (or the implementation 0[' these norms. The provisional (xmat f(n the manual 
was presented at a national meeting of provincial mental health coordinators in 
November 1998. A draft copy was distributed lor comment to all provincial mental 
health coordinators in late January 1999 beic)re the !inal draft was completed. 
The f()l'mat and layout of the manual were considered by mental healLh coordinators 
and local managers to be an important element of the manual. By providing material 
in a way that was accessible and user-lriendly, it was hoped that this would contribute 
to the use and implementation of the norms in provincial, regional and local service 
planning. To assist with this, the manual includes algorithms and sections where local 
planners can enter their own data, and then calculate their own local service targets. 
For these reasons, the manual is presented in Appendix F in the same format as it was 
presented to provincial services. 
3.6 Exclusions 
There are many areas of mental health servIce proVISIon that this research might 
encompass. For this reason, claritication is needed regarding which aspects are 
excluded. Tbis study is concerned mainly with the planning of mental health 
resources for assessment, treatment, maintenance and rehabilitation of adults (aged 
15-64 years) with severe psychiatric conditions, and does not include the following 
areas: 
w Programmes specifically aimed at mental health prevention and promotion. It 
should be noted, however, that prevention and promotion might oceur as part 
of routine assessment, treatment, maintenance and rehabilitation activities. 
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This study does not exclude prevention and promotion activities that may 
occur during the course of these activities. 
o Programmes specifically aimed at mental health advocacy or reducing stigma. 
As with prevention and prornotiol1, advocacy and the reduction of stigma may 
be part of the routine work of assessment, treatment, maintenance and 
rehabilitation activities, and this aspect is not excluded from this study. 
o The qual ity of mental health services. Healthcare quality has been defined as 
"the degree to which healthcare services t(Jr individuals and populations 
increase the likelihood of desired health outcomes and are consistent with 
current professional knowledge" (lnstitute of Medicine (10M), 200 I). The 
development of Quality Assurance (QA) tools or standards was undertaken as 
part orthe standards aspect orthe Norms and Standards project (Flisher et ai, 
19(8) The standards aspect of the Norms and Standards project led to the 
development of a national standards document for mental health care in South 
Afi-ica. In this context, the terms "norms" and "standards" were distinguished. 
Whereas the norms referred to measures of service resources and service 
utilisation, standards referred to measures of the quality of mental health care. 
Although the development of norms certainly has as its goal the improvement 
of quality, and certain indicators, such as bed occupancy, have been used to 
assess quality of care, the quality of mental health service provision is not the 
specific focus of this study. 
o Mental health service outcomes, including symptom reduction, patient or user 
satisfaction and quality oflife (WI-IOQOL Group, 1998). The reasons for this 
exclusion are discussed in more detail in chapter 2. 
o The costing of mental health resources and economic evaluation of current 
mental health care in South Africa, such as cost-effectiveness analysis, cost-
benefit analysis and cost-utilities analysis. It should be noted, however, that it 
is possible 10 calculate the cost implications of the norms developed in this 
study As will be argued in chapter 5, this is an essential area of further 
research. 
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In addition to these exclusions, this study focuses on the service needs of a particular 
patient population, namely adults (aged 15-64 years) with severe psychiatric 
conditions (SPC). The study therefore excludes children and adolescents; and older 
adults. These age groups were excluded because of their specific service needs. 
People with SPC are defined as having an "absolute need" (Richman & Barry, 1985) 
for care "those who require hospitalisation or would require hospitalisation if 
adequate community services were not in place" (Flisher et aI, \998). Severe 
psychiatric conditions include enduring conditions such as schizophrenia, bipolar 
atfective disorder and organic psychoses, as well as acute conditions such as suicide 
risk, panic disorder and brief psychotic disorder. This patient population requires 
acute inpatient and in some cases longer term residential care, as well as monitoring, 
medication and rehabilitation within the community (Sartorius & Harding, 1983) 
In a study of severe and persistent mental illness, Ruggeri, et aI., (2000) compared 
two operationalised definitions of severe mental illness (SMl), based on the American 
National Institute of Mental Health (NIMH) definition (Ruggeri, Leese, Thornicroft, 
Bisofti, & Tansella, 2000). The first used three criteria (diagnosis of psychosis; 
duration of service contact> or = 2 years; Global Assessment of Functioning (GAF) 
score < or = 50), and the second only the last two criteria. They found that the second 
definition allowed estimates of SMI prevalence rates that include all forms of mental 
disorder. It is in this broader sense that SPC is used. 
The study therefore does not include services for the following areas, except where 
there is a co-morbid severe psychiatric condition: 
o Alcohol and substance misuse; 
o forensic services; and 
o learning disabilities or mental handicap. 
Although provincial mental health coordinators were asked to provide data on all 
mental health services in their province, those services which provided care for the 
substance misuse and learning disabilities were excluded, unless there was a comorbid 
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severe psychiatric condition. The indicators In this study therefore refer only to 
services for people with SPC. 
The benefits of f()Cusing national projects on specific '"target conditions" have been 
demonstrated both in developed countries, such as Finland (Tuori et aI., 1998), and 
developing countries, such as Tanzania (Kilonzo et al., 1998) and Iran (Mohit, 1998). 
In 'I'anzania, t()\Iowing a review of mental health services in ] 980, lIsing key 
informants and case vignettes, a decision was taken to detennine the most important 
target conditions ill the community, and train primary care workers in detection and 
management of these conditions. The identified conditions were acute and chronic 
psychosis; drug and alcohol abuse; depression; and epilepsy. At1:er a 3 year pilot 
programme in 2 regions, the estimated numbers or people in need gained access to 
services, the programme was cost effective, and a dramatic reduction in admissions to 
local psychiatric units was noted, as a result of encctivt~ management of the targeted 
patients in the community (Kilonzo et aI., 1998). 
The tC)CllS on severe conditions is in keeping with WHO criteria for establishing 
service priorities fbr mental health. These include: 
a the magnitude of mental health problems, 
a import.ance of the condition, 
u severity ofthe condition, 
u susceptibility to management, and 
o costs (WHO, I 996b). 
This approach is lurther supported by evidence that those with the most severe 
conditions tend to require most resources for care, and that severity is significantly 
associated with increased costs of care (Bonizzato et al., 2(00). In a context or scarce 
mental health resources, the provision 01' care I{)!" those who require most service 
resources and have the most severe conditions is all important starting point I()r 
service development (Jacoh, 20(1). 
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'The current study focuses only on public sector mental health services, de1ined as 
state-funded or state-subsidised services. These include Liiecare facilities: long-term 
care institutions that are funded by the public sector, and contracted out to private 
providers. This choice was Jounded on the assumption that people with severe 
psychiatric eonditions generally receive services in the public sector. For example, in 
the Western Cape only 4.8% of psychiatric beds are reported to be found in the 
private sector (Ensink et a1., 1997). Similarly in Gauteng it has been reported that 
private sector coverage 1()r people with SPC is negligible (R. Lazarus, personal 
communication, June 1998). It is likely that Gauteng and the Western Cape have the 
highest level or private sector services in the country (M. Zwarenstein, personal 
communication, April 1998) and therel{lfc that private sector coverage in other 
provinces is even lower. The findings Irom Gauteng and the Western Cape are in 
keeping with international research which shows that patients with chronic or severe 
psychiatric conditions are more likely to be socio-economically deprived (Rochel()rt, 
1992~ Windle, Thompson, Goldman, & Naierman, 1988) or have limited 
employability as a consequence of their psychiatric disability (Goldman, Gattozzi, & 
Taube, 1981). They are thercf()re less likely to be able to al1(Jrci private sector 
services than patients with less severe psychiatric conditions. Indicators i()f severe 
psychiatric conditions are thcref()re reported in public sector services only, on the 
assumption that the public sector covers the vast majority ofthcir mental health needs. 
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Chapter 4. Results 
4.1 Introduction 
This chapter presents the results of this study. Data are presented t()r indicators 0 r 
mental health resources (inputs) and service utilisation (process) per province, with 
totals or aggregates for national menta! health services. The findings of the model arc 
then reported. This is followed by the proposed norms for resources and service 
utilisation in South African public sector mental health services. The results of thc 
manual are set out in Appendix F. The implications of the results are discllssed in 





Table 4.1 outlines the bed/population ratios per 100 000 population as reported from 
the provincial services questiormaire. The total national bcd/population ratio was 
reported to be 48 beds per 100 000 popUlation, with 13 acute beds and 16 medium-
long slay beds (35 including Lifecare) per 100 000 population. There are large 
discrepancies in bed/population ratios between provinces. For acute beds, the ratio 
varied between 6 and 18, while for medium-long stay heds it varied between 0 and 29 
(excluding Lifccare), and 0 and 83 (including LiJecare). 
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Table -I. j BedpopuZarion ratios per 100 000 population in South Ajl'ican mental health 5;ervices 
Population Acute Ratio Acute Ratio Med./long Ratio Lifecare Ratio Total Ratio Total 
(xlOOO) beds'" beds"'''' ! stay beds beds'" beds*'" 
Gauteng 









7171 1310 18 1292 18 1260 18 4672 65 7242 101 
4128 380 9 377 9 669 16 1740 42 2810 68 
2646 154 6 152 6 o o o o 154 6 















8'; .)~ 14 
225 9 o o 583 24 
52 7 o o 107 14 
1690 29 o o 2330 40 
651 16 649 16 751 18 0 0 1402 34 
1029 13 1026 13 1238 16 819 11 3086 40 
4977 13 4946 13 6153 16 7231 19 18190 48 
* 
** 
80% bed occupancy of integrated beds in general hospitals (see chapter 3 fur explanation) 
100% bed occupancy of integrated beds in general hospitals (see chapter 3 for explanation) 


























4.2.2 Staff/population ratios 
The total national staOlpopulation ratio was 19.5 pcr 100 000 population, with an 
inter-provincial range of 5.7 -- 31.6 (Table 4.2). The Northern Cape had the lowest 
lotal staJllpopulation ratio (5.7 per 100 (00), followed by Mpumalanga (11.3 per 100 
000) . 
. L'he stat17population ratios per 1 00 000 population fi)l' selected personnel categories 
(\Vith the inter-provincial ranges in brackets) were as t()lIows: total nursing staff-
15.6 (4.4 -- 28.4); occupational therapists - 0.4 (0.1 - 0.8); occupational therapy 
assistants- 0.5 (0.0 - 1.3); social workers - 0.5 (0.1 --- 0.9); community health 
workers - 0.3 (0.0- 1.0); psychologists - 0.3 (0 - 0.7); intern psychologists- 0.3 (0.0 
- O. 7)~ psychiatrists - 0.4 (0.] - 0.8); psychiatric registrars -- 0.4 (0.0 - 1.2); medical 
ollicers - 0.4 (0.2 -- 1.3); pharmacists -- 0.2 (0.1 1.1); and pharmacy aSs1stants-- 0.2 
(0.0 -- 0.6). 
For most sta1l catcgorics, Gauteng and the Western Cape had relatively favourable 
stan/population ratios compared to the other provinces. However, the ratio fbr general 
nurses fi.)r the Northern Province (11. 7 per 100 000) was exceptionaIly high, inflating 
the stafiing figurcs for that province. It was almost three times as high as that lor the 
Western Cape, which was the province with the next highest general nurse/population 
ratio (of 4.2 per 100 nOO). By contrast, qualitative reports from participants in the 
Northern Province provincial workshop indicated that their stafT resources were 
severely depIcted. It therefore seems likely that data for nurses in the Northern 
Province were reported inaccurately. (Jenera I nurses may have been repOlied as full-
time psychiatric service providers, even though they devote only a proportion of their 
time to the treatment ofpatients with psychiatric conditions. 
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Table .f.2 Stq[fipopulation rGfios per 100 000 popuiGfion in South African mental health sen)ices 
Province Population Enro lIed Ratio Psychiatric Ratio General Ratio I aTs Ratio OTAs Ratio Social Ratio CHWs* Ratio 
(xl 000) nurses nurses nurses \Vorkers 
Gauteng 7171 578 8.1 T''"j J_ 10.2 90 1.2 49 0.7 94 l.3 48 0.7 8 
N orthem Province 4128 290 7.0 398 9.6 483 11.7 11 0.3 55 1.3 ...,') .t.i... 0.5 5 
Mpumalanga 2646 101 3.8 71 2.7 I 64 2.4 I 6 0.2 0 0.0 13 0.5 8 
North-West 3043 78 2.6 115 3.8 72 2.4 5 0.2 7 0.2 27 0.9 29 
Free State 2470 48 1.9 190 7.7 34 1.4 I 13 0.5 8 0.3 I 10 0.4 "') .:. 
N orthem Cape 746 3 0.4 28 3.8 I 2 0.2 i 2 0.3 3 0.4 I 1 0.1 0 
Eastern Cape 5865 308 5.3 350 6.0 53 0.9 5 0.1 7 0.1 16 0.3 57 




7672 516 6.7 I 431 5.6 85 1.1 I 13 0.2 5 0.1 18 0.2 0 
I I 
Total ** ! 37859 2217 5.9 2634 7.0 I 1056 2.8 136 0.4 191 0.5 184 0.5 I 109 i 
J 
I I , I I 
* CH\\' = community health worker 













Table 4.2 Staff/population ratios per 100 000 population in South mental health services 
i Psycho- Ratio! Intern Ratio ~sy~h- Ratio I Ratio MOs Pharma- Ratio SASO Ratio I Total Ratio ITotal Ratio 
logists Psycho- latnsts trars * cists * * I nurses for all for all 
logists staff staff 
Gauteng 51 0.7 47 0.7 60 0.8 71 1.0 32 0.5 12 0.2 6 0.1 1400 19.5 1878 26.2 
N. Province 0.0 0 0.0 3 0.1 0 19 0.5 3 10 0.2 1171 28.4 \1 31.6 
Mpwnalanga 
I 
11.3 1 0.0 0 0.0 5 0.2 0.0 0.8 6 0 0.0 8.9 I 298 
North \Vest ,., 0.1 3 0.1 3 0 a.o 38 1.3 34 1.1 20 0.6 265 8.7 I 432 14.2 ... 
Free State 0.0 "> 0.1 2 0.1 I 0 0.0 5 6 0.2 3 1 272 11.0 1 324 13.1 .L. 
j I . Cape I a 0.0 0 0.1 I 0 2 0.3 0.1 a 0.0 33 5.7 
Cape f 10 0.2 10 0.2 10 0.21 2 0.0 18 0.3 5 0.1 9 0.2 711 12.1 859 14.7 
0.81 49 Western Cape I J- 0.6 21 0.5 31 1.2 16 0.4 8 0.2 5 0.1 787 19.1 11016 ... ~) I 
KwaZulu- I 30 0.4 22 0.3 21 0.3 I 22 0.3 18 0.2 10 0.1 22 0.3 1032 13.5 I 1214 15.8 
Natal 
Total I 122 0.3 106 0.3 135 0.4 144 0.4 1169 0.4 I 85 0.2 I 75 0.2 , 5907 15.6 I 7369 19.5 
I 
* MO= Medical Officer 
** SASO = pharmacy 
I "'''' , , , ,
4.2.3 Staff/bed ratios 
I'he total elillieal stalf/hed ratio is 0.3 and the total nurse/bed ratio is 0.25 Crable 4.3). 
The vast majority of psychologists and psyehiatrists in inpatient hlcilities are to be 
fbund in Gauteng, the Western Cape and KwaZulll-Natal. However, Galltcng reports 
the lowest tOlal clinical stafl7bed ratio. 
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Table 4.3 ratios in South mental health 
Total Enrolled Ratio Psychiatric Ratio General Ratio OTs Ratio OTAs Ratio Social Ratio I CHWs 
beds** nurses nurses I nurses \Vorkers 
I 
Gauteng 0.08 603 0.08 83 0.01 39 0.01 84 0.01 35 0.00 0.00 
N. Province 2807 170 0.06 262 0.09 219 0.08 9 0.00 52 0.02 18 0.01 0.00 
Mpumalanga 152 31 0.20 I 39 0.26 36 0.23 3 0.02 0 0.00 5 0.03 0.00 
476 22 0.051 11 12 0.03 2 0.00 6 0.01 5 0.0] 1.00 
State 580 48 0.08 168 21 0.04 I 13 0.02 1 8 0.01 I 10 0.02 
107 3 0.03 16 0.15 0 0.00 I 2 3 0.03 I 1 0.01 0.02 I 
2330 295 0.13 I 267 0.11 I 47 0.02 1 3 0.00 7 0.00 I 12 0.01 I 25 
I 
W. 1400 273 0.19 I 244 I 156 0.11 I 0.02 I 9 0.01 I 20 0.01 0.17 i 
0.12 I KZN ! 3083 479 O. 382 50 0.02 ! 11 0.00 5 0.00 17 0.01 ! 
I 




All staff in this table were reported as working in inpatient settings. Unfortunately it was not .tJV.:>.:>lLJ11;;; 
staff in separate "acute" and "medium-long categories. A more crude overall figure of staff to total beds is 
At 1 00% bed occupancy in those integrated acute wards in general hospitals where there were no specified 
numbers were made on the basis ofadrnlssion rates and stay (see chapter 3). 








Table 4.3 Su{tfbed ratios in South African mental health sen'ices (cant 'd) 
Psycho- Ratio Intern Ratio Psy- Ratio Regis- Ratio MOs Ratio Phar- Ratio SA- Ratio Total Ratio Total Ratio 
logists psycho- chia- trars rna- SOs Nurses for all for all 
iogists trists cists staff staff 
Gauteng 29 0.00 30 0.00 41 0.01 40 0.01 21 0.00 I 11 0.00 6 0.00 1250 0.17 1585 0.22 
N. Province 1 0.00 0 0.00 2 0.00 0 0.00 5 0.00 I 2 0.00 2 0.00 651 0.23 741 0.26 
Mpumalanga 1 0.00 0 0.00 1 0.01 0 0.00 14 0.09 I 5 0.03 0 
I 
0.00 105 0.69 134 0.89 
N. West 0 0.00 1 0.00 0 0.00 0 0.00 9 0.02 6 0.01 12 0.03 88 0.19 131 0.27 
Free State 1 0.00 2 0.00 2 0.00 0 0.00 4 0.01 6 0.01 3 0.01 237 0.41 288 0.5 
I 
N. Cape 0 0.00 0 0.00 0 0.00 0 0.00 2 0.02 1 0.01 0 0.00 19 0.18 28 0.26 
, 
E. Cape 7 0.00 i 7 0.00 8 0.00 1 0.00 15 0.01 5 0.00 6 0.00 609 0.26 704 0.30 
Vl. Cape 15 0.01 16 0.01 19 0.01 37 0.03 5 0.00 6 0.00 I 4 0.00 673 0.48 832 0.59 
I 
0.30 I 1051 KZ)J :21 0.01 16 0.01 14 0.00 17 0.01 13 0.00 8 0.00 I 18 0.01 911 0.34 I 
Total 74 0.00 71 0.00 89 0.00 . 94 0.01 89 0.00 50 0.00 I 51 0.00 4544 0.25 5494 0.3 
I I - i 
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4.2.4 Staff/patient ratios 
The total clinical sta1l7DPV ratio is 0.6 (provincial range: 0.1-4.0) and the total 
nurse/DPV ratio is 0.4 (provincial range 0.1-2.4) Crable 4.4). North West province 
reported the highest stat17DPV and nurse/DPV ratios. The lowest ratios were reported 
by Northern Cape and Eastern Cape. 
As a national mean, the staftlDPV ratio of 0.6 implies that on average every member 
of ambulatory care staff sees less than two patients per day. This figure refers to all 
ambulatory care clinical staff: whose activities include not only direct patient contact, 
but also administration, mcetings, travelling, horne visits, leave, further training and 
superVlSIOlL 
In tcnus of trends Jor specific professional groups, noteworthy is the lack of OTs and 
OTAs rendering a mental health service in ambulatory care. 
1 R 1 
-1.4 S'raffDPV* ralios in ambulatory settings in South "~lrican 
Enrolled Ratio Psychiatric Ratio General Ratio OTs Ratio lOT As Ratio I Social Ratio CHWs Ratio 
nurses nurses nurses I iWorkers 
I I 
I I 
Gauteng 29474 114 0.01 129 0.10 7 0.00 pO 0.01 110 0.01 113 0.01 18 0.01 
N. Province 7091 1120 0.37 136 0.42 264 0.82 2 0.01 13 0.01 14 0.01 15 0.02 
Mpumalanga 6306 287 0.24 33 0.11 29 0.10 3 0.01 10 0.00 18 0.03 18 0.03 




Free State 13959 180 o 0.00 22 0.12 13 0.07 0 0.00 10 0.00 10 0.00 10 0.00 
I 
I 
N. Cape 13386 154 0 0.00 0.08 2 0.01 0 0.00 10 0.00 lO 0.00 
Cape 126249 
I 
\1193 113 0.01 183 16 0.01 12 0.00 10 0.00 14 0.00 132 
W. 118840 856 123 0.03 174 0.09 
117 0.02 15 0.01 14 0.00 110 0.01 10 
I 
KZN 17769 353 37 0.10 49 0.14 
..,~ 
.J) 0.10 2 
i 
Total *** 109943 4997 535.9 0.11 784.65 0.16 1616.7 0.12 37 
* DPV Daily Patient Visits Number per month -;.. 22 (i.e. the equivalent of the seen per day). 
** All staff in this table were as working exclusively in ambulatory care 





















a 0,00 o 
o 0.00 a 
4 0,00 3 
10 0.01 5 
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0,00 I 113 0.36 
0.00 I 1 0.01 
I a 0.00 
0.00 i 3 0.00 












Ratio I SA- Ratio I Total Ratio, T?tal Ratio 




0.37 I 25 0,08 I 750 2.4 i 1261 4,0 
0.00 I 0 0,00 I 35 0,2 42 0.2 
0.00 I 0 0.00 I 14 0,1 14 0,1 
0.00 I 3 1 0.1 i 170 0.1 
114 i 195 
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The results indicate that on average, 25% of psychiatric public sector statT are 
located in community settings in South AJi'ica Crable 4.5). I f alternative 
definit ions are used, this figure is reduced to ] 7%. There is wide variability 
between provinces. In some provinces, such as North West, as many as 70<1'0 
or statT are located in community settings. In most provinces, however, the 
majority or statT remain in hospital settings, with the Eastern Cape and 
KwaZulu-Natal reporting that as little as 3% and YYo of staIr arc located in 
community settings, respectively. 
In certain provinces, slIch as the Eastern Cape and KwaZulu-Natal, there is a 
large discrepancy between the ratio lilr DeJinition 1 and that fcw Definition 2. 
In the Eastern Cape, fbr example, the ratio drops l1-omI8% to 3% when statT 
Irom hospital OPDs are defined as rendering a hospital rathcr than 
c0I11111unity-based servicc. 
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Table -1.5 Communitylhospiwl ratios * for staff in South African mental health services 













Hosp. OPD plus 





























































** Ratio 1 is based on Definition 1 of community and hospital services, and Ratio 2 is based on Definition 2. See chapter 3 tor 
definitions and discussions of Ratio 1 and Ratio 2. 
*** Total national connnunity/hospital ratios are reported. not means for the provinces, because of the uneven vveighting of the 
denominator per province. 
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4.2.5.2 I}aticnts 
'rhe results indicate that on average, 66% of patient contacts with mental 
health services occur through ambulatory care services in South Africa Cfable 
4.6). 'rhis means that approximately one third (34%) of patient wntact with 
services takes thc f()rm of hospital admissions. In some provinces, such as 
KwaZulu-Natal (44%) there appear to be more hospital admissioIL'> than 
outpatient attendances per year. In remote rural provinces, such as the 
Northern Cape, the vast m<ljority (93%) of patient service contacts occur 
through ambulatory care services. 
Apart Irom the outlying figures f()r Northern Cape (93%) and KwaZulu-Natal 
(44%), most provinces I~lll within a relatively limited range of 60-78(%. 
However, there is considerable variability between provinces for each 
numerator and denominator. For examplc, the annual ambulatory attendance 
rate ranges fi'om 101 per 100 000 in KwaZulu-Natal to 458 in the Western 
Cape, and the annual hospital admission rate per 100 000 from 33 in the 















Community/hospital ratios for patient service utilization in South 
mental health services 
Annual ambulatory care 
patient attendances per 











Annual hospital admission 























* Ratio is defined as Community";' (Community + Hospital), expressed as a 
percentage 
** Total national community/hospital ratios me reported, not means i<x the 
provinces, because of the uneven weighting ofthe denominator per province. 
4.2.6 Bcd occupancy rates 
The national total bed occupancy rate reported ii-om the provincial services 
questionnaire is 83% Crable 4.7). This ranged from 63% in the Northern Province, to 
109% in M pumalanga. 
Tahle 4.7 Bed occupancy rates in South AFican mental health services 
-------.----- -"-
Available Available Occupied Bcd occupancy rate 
beds* beds** beds (%) 
(1) (J I) (I) (11) 
Gauteng 7224 7242 6542 91 90 
N. Province 2807 2810 1773 61 63 
Mpuma1anga 152 154 165 109 107 
North-West 476 476 373 78 78 
Free Stale 580 583 577 99 99 
N. Cape 107 107 70 65 65 
E. Cape 2330 2330 1701 73 73 
W. Cape 1400 1402 1287 92 92 
KZN 3083 3086 2648 86 86 
---------~--- ---.~-----~ 
Total *** 18159 18190 15137 83 83 
* Bed numbers calculated at 100% bed occupancy III general hospitals (see 
chapter 3 fbr details). 
** 
*** 
Bed numbers calculated at 80% bed occupancy in general hospitals (sec 
chapter 3 for details). 
Total national bed occupancy ratios are reported, not means fe)r the provinces, 
because of the uneven weighting of available beds per province. 
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4.2.7 Admission rates 
The annual admission rate for South African mental health services in 1997 was 150 
per J 00 000 (Table 4.8). The admission rates range from a low of 33 in the Northern 










Annual admission rates per IOO 000 population in South African 
menial health services 
~--~~-. -~-~--~~ 
Population N umber of admissions Rate ofadmission 
(x 1000) per year per 100000 
7171 16265 
4128 4121 100 
2646 2306 87 
3043 2656 87 
2470 1723 70 
746 245 33 
5865 7242 123 
41 18 J2353 300 
KwaZulu-Natal 7672 10037 131 
Total * 37859 56948 150 
* Total national admission rates are reported, not means for the provinces, 
because of the uneven weighting of population per province. 
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4.2.8 Length of admission (Average Length of Stay: ALOS) 
T'he average length of stay t()r psychiatric patients is 219 days in psychiatric hospitals, 
11 days in gcneral hospitals and 7 days in district hospitals (Table 4.9). There was 
considerable variability in ALOS in psychiatric hospitals across the proVlTlces, 
ranging from 60 days in North West to 3650 days in the Northern Province. 

























































* As noted in chapter 3, the average was calculated using the median length or 
stay, although it was nol clear whether the questionnaire was completed 
according to these specifications. 
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4.2.9 Readmission rates 
As stated in chapter 3, because of limited provincial information systems, it was not 
possible to gather information on readmission rates on a routine basis. The provincial 
services questionnaire was therefore not able to yield readmission rates. In the 
Northern Cape, however, readmission rates are kept, and the following figures were 
reported t(Jr 1995-1997 at West End hospital Crable 4.10). 
Table 4./0 Readmissions within a year at West End hmpital, Northern Cape 
-----------~----------
-"-~---------]---'----'--l----'---'-I-------'-I"---']M~--l . 1995 1996 1997 Total Mean Readmission 
rate ('Yo) 
--_._-------- _. ------------ ._. ---'--"--._.,-- _. __ .. _-- -'-- . __ ._--- -.-~-.---.-.---~---... ---~-- _._- -.---.~- ---.~.-.-,.-.---.--------
Dischargcs 1 85 199 194 656 192.7 
Readmissions 63 68 60 2]8 63.7 33% 
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4.2.10 Defau It rates 























Total number of 


























108144 13665 11 
'Total national de1ault rates arc reported, not means fix the provinces, because 
of the uneven weighting of outpatient attendances per province. 
Summary: service indicators 
When interpreting the service indicators reported in this study, it is important not to 
interpret specific indicators in isolation from others. Table 4.12 provides a summary 
of the national mental health service indicators, with provinciul ranges. 
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(cl inical staff only) 
S taffJ'bed ratio 
(clinical staff only) 
StafflDPV ratio 





Length of stay 
Default rate 
Definition 
(Beds -+- total population) X 100 000 
(Staff -+- total population) X 100000 
Staff -;- beds 
(inpatient staff only) 
Staff -+- DPV (Daily Patient Visits) 
(ambulatory care staff only) 
1. (Community staff-+- (hospital -+- comm staff)) X 100 
2. (Attendance rate -+- (admission rate + attendance rate)) X 100 
(Inpatient days -+- Available bed days) X 100 
Annual admissions per 100 000 population 
Median length of admission (days) 
(Defaulters -+- Appointments) X 100 
National total* (provincial range) 
Acute: 13 (6-18) 
Med-long (excluding Lifecare): 16 (0-29) 
Med-Iong (including Lifecare): 35 (0-83) 
Total nurses: 15.6 (4.4-28.4) 
Total staff: 19.5 (5.7-31.5) 
Total nurses: 0.25 (0.17-0.69) 
Total staff: 0.3 (0.22-0.89) 
Total nurses: 0.4 (0.1-2.4) 
Total staff: 0.6 (0.1-4.0) 
1. Ratio 1: 25% (11-70%) 
Ratio 2: 17% (3-56%) 
2. 66% (44-93%) 
83% (63-109%) 
150 (33-300) 
Psychiatric hospitals: 219 (60-3650) 
General hospitals: 11 (1.5-28) 
District ho s pitals: 7 (1.5 -21 ) 
11 % (6-21 %) 





Ambulatory care services 
Using the /(mnulae, prevalence rates and population figures described in chapter 3, 
the fo Ilowing numbers of annual visits were calculated: 
No. of visits per year -~" 0.0300428 X 63,650 X 0.3 X 12'-" 6,884 (30% coverage) 
No. of visits per year .-00 0.0300428 X 63,650 X 1.0 X 12" 22,947 (J 00% coverage) 
From the annual visits, a total of 26 DPV (30%) and 87 DPV (100%) can he 
calculated, assuming that there are 264 working days per year. 
4.3.2 Inpatient services 
It was calculated that 28 acute and 10 medium-long stay inpatient heds per 100 noo 
population are needed Crable 4.13). 
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Table 4.13 Bed~' neededfiJr acute p.\ychiatric care per 100 000 population 
--~~-~;~Tliiy---------Di~o rde~------~~e~er~~----------l'feed i ng---------AL-OST----R~)tatio;--Re(fs---

















A verage length of stay 
(n) per year 
(Oft,) 
318 50 21 1.15 
828 30 14 1.15 
I 311 5 30 1.15 
547 5 2 1.15 
3004 17 
318 5 180 1.05 
828 0.5 180 1.05 
2 The rotation factor lor medium-long stay care is taken to be lower at 5% 
( 1.05), rellecting a higher bed occupancy rate for thesc t~lCiljties. 
Combining estimated beds tex acute and medium-long stay facilities gives a total of 
38 heds per 100 000 population fbr patients with severc psychiatric conditions. 
(Thirty per cent coverage of these bed numbers yields figures 0 f 3 medium-long stay 
beds, 8.4 acute beds and a total or 11.4 beds per 100 000 population). 
4.3.3 Human resources 
For ambulatory care, thc numbers of FTE staffrcquircd are as follows: 
FTE ce.- (26 X 264) -7 (11 X 225) cc 2.78 (30% coverage) 











With the additional statrto cover home visits and other outreach activities, this gives a 
total of approximately 12 ambulatory care staff at 100% coverage and 4 at 30% 
coverage to meet the ambulatory care needs of the 3004 people with severe 
psychiatric conditions. T'he breakdown of this total according to professional 
categories Crable 4.14) is guided by the recommendations ofthe WHO model and the 
spread of professional disciplines in existing services in South Africa from the service 
indicators. 
Table 4.14 Total human resources needed/or a district/region (?f 100 000 people 
---_._- +--.,-,,-.~----- - ---'-.- .-------_.-... _->",- ---------- .. _-, .. _---,---"._-_._---_.,---"----"--_.--------,-----,~- - .---_ ....... _----------












































* Figures as calculated lrom WHO model (WHO, 1996b). The WHO 
publical ion reports slightly lower figures. but these inc! ude arithmetical errors 
that were corrected to produce the ligures in this table. 
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In calculating the human resource requirements for the 28 acute beds that are 
necessary f()f the hypothetical population (Table 4.13), adaptations were made to the 
WHO recommendations for a 30-bed acute unit with around ten 17-day admissions 
per week Crable 4.14). (30% coverage of the total acute FTE staff is 5.\). 
For the 10 medium-long stay beds, a total of4.3 FTE clinical statIwould be needed to 
serve 100 000 people, based on a nurse/bed ratio of 0.3 (30% coverage of the total 
medium-long Fri': staff is ] .3). See Table 4.14 for a breakdown of stalT disciplines. 
The WHO model's recommendations t())" managerial staff for a population of 500000 
can be adapted to a population of 100 000 as fhllows: 0.2 chief regional mental health 
rrolessional (psychiatrist, psychologist or psychiatric nurse); 1.0 nurse; 0.2 quality 
assurance professional (of any relevant profession); and 0.5 coordinator of mental 
health information (of any relevant profession). In addition to managerial and 
administrative functions, the roJe of a quality assurance professional and infi)fmation 
coordinator would be to assist in the planning and monitoring of services. Because a 
region/district of 100 000 is too small to support a full-time professional in this role, a 
fraction of a FTE worker is proposed. It would be envisaged that coordinators of 




Prior to reporting norms, the recommendations of provincial coordinators are 
provided It)r each norm. These arc included in this section because they constitutt~ 
norms recommendations and are a result or this study. Provincial coordinalors made 
these recommendations based on the indicators that had been generated from the 
provincial services questionnaire and their own knowledge of provincial services. 
They were asked to recommend norms for their own province. At the time of making 
their recommendations they had no knowledge of the proposed norms, which were 
only developed aHcr the recommendations of the provincial coordinators had been 
received. 
It should be stressed, however, that the linal norms proposals in this thesis are made 
on the oasis of a variety of information sources, including service indicators 
(providing measures or existing service resources and utilisation), the model 
(providing an estimation of service need), the wider provincial consultation process, 




Recommendations of provincial coordinators 
The [()Ilowing recommendations t()r bed/population ratios per 100 000 were 
made by provincial mental health coordinators Cfable 4. (5). The coordinators 
were asked to make recommendations on levels of care f()f their own 
provinces. Several provinces did not return any recommendations. 
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Table 4.15 Provincial mental health coordinators' recommendations {or 







Type of facility 
Acute 
Medium (ALOS: 180 days) 
Chronic 


































- .. -" '~-'-----"'~.----~.~.-.---.-------------"--~.--,--.~.---.---~--."--.------.----.--
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4.4.1.2 
If provincial coordinators provided only one norm level, the norm has been 
listed as both baseline and target. 
Proposed bed/population norms 
Table 4.16 summarises the results Irom the existing provincial ratios and the 
model, and indicates the proposals f<Jf bed/population norms per 100 000 
population for mental health services in South Africa. 
4.4.1.2.1 Baseline 
For the reasons outlined in chapter 3, the proposed baseline norm ft)}" 
acute beds is derived directly Irom the national acute bed/population 
ratio. As stated in the introduction, the goal of the baseline is the 
development of national equity, in a context of maldistribution of 
serVIce resources. 
For medium-long stay beds, the proposed baseline norm has been set a1 
30% provision as defined by the model. Constraints of al1()f(lability 
underlie this proposaL The national medium-long stay bed/population 
ratio is comiderahly higher than what is af10rdable by less wcll-
resoureed provinces. It would, fi)r example, be unrealistic 10 expect 
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4.4.1.2.2 
Mpumulanga to move from no medium-long stay beds to the national 
mean of 35 per 100 000 (or even 16 per 100 000, excluding Lifecarc). 
Target 
T'hc targel levels fbr acute and medium-long stay beds are based 
directly on the ratios produced by the model (i.e., at 100%) service 
coverage), and arc thcrefbrc based on estimations ol'need. 
The national mean bed/population ratio per 100 000 population divided 
by the proposed target nOl1n is less than 1 tilr acute beds and more than 
1 Ibr medium-long stay beds (,rable 4.16). This indicates that the 
relative number of national acute beds should increase if the target 
norm is to be achieved whereas the relative number of nationul 
medium-long term beds should decrease if the target is to be achieved. 
'T'his is consistent with current poHcy of increasing acute care Jacil.itics, 
decreasing medium-long stay beds, and developing community-based 
residential care lacilities. 'These policy developments are framed by 
the historical legacy of hospital-based custodial care and are given 
further support by evidence of the cost-etfectiveness or community-
based care. 
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Table 4.16 Summary of results and proposals of bedpopulation norms per 100000 population for South Aji"ican mental health services 
Acute Beds 
Medium! Long 



















* Recommendations from the model are taken at 100% coverage - see chapter 3 for explanation. 
(30% provision is provided in parentheses) 
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4.4.1.2.3 Community based residential care beds 
In addition to acute and medium-long stay beds, community-based 
residential care beds were added to the norms proposals (see Table 
4.16). This was done f()r several reasons: 
o The importance of facilities of this nature was mentioncd 
repeatedly in the literature, and seen as an essential adjunct to 
the reduction of long stay beds (Knapp et a!., 1994; Knapp et 
aI., 1998). 
D 1 Jpon the rresentation of the bed/population norms at the 
national meeting of provincial mental health coordinators on 23 
July 1998, the absence of community residential bed norms 
was criticised, and recommendations for community resident ial 
bed norms were suggested, in keeping with those made in 
Table 4.16. 
D The model does not account ior ulcilities lc)l" thc care 0 r chronic 
psychiatric patients that iall outside 0 r hospital services. 
Therel()fc the actual necd {{)r residential care beds is 
underestimated if the model alone was used. 
u Given thc legacy of custodial care, there are currently a large 
11l1mber of patients in long-term institutions, with the 
conseljllcnt adverse effects 0 f extended institutionalisation. 
Without the development of community-based services IIJr 
these patients, and a better understanding of their needs, closure 
of these beds would arguably be damaging to lhese paticnts 
(Porleus et aI., 1998). Without adequate planning, correctional 
services, social wel6re services and fimlilies could carry a 
greater social and economic cost. 
Ilowever, the 
bcd/popUlation 
task of proposing 





an absence 0 r 
international norms fc)r community residential bed/population ratios 
and there is little data available /l'om the provinces. Only Gautcng 
completed the section of the provincial services questionnaire that 
requested community-based residential bed numbers. 
To address these shortcomings, baseline norms were proposed at the 
same level as for medium-long stay beds, in order to provide an 
attainable goal f(.n provinces with minimal or no community-basco 
residential care. At target level, drawing on the international literature, 
it was dear that in cOllntries sllch as Italy (Fioritti et aI., 1997) and the 
UK (Lelliot et aI., 1996), where community-based care has been 
developed successliJUy, community-based residential care beds are at 
least double the number of medium-long stay beds in hospitals. A 
target community-based residential care figure was thercfiJre oflcred at 
double that of medium-long stay hospital beds, highlighting the need 





Recommendations of provincial coordinators 
The recommendations obtained tI·om the provincial coordinators are provided 
in Table 4.17. With the recommendations from Gautcng and Mpumalanga, 
provincial coordinators added 1he commen1 that there was a need to develop 
psychosocial rehabilitation statling in their provinces in order to further 
enhance community-based rehabilitation services. 
Table 4.17 Provincial menIal health coordinators' recommendations li)r 
slalf/popu'ali{~,!'.!orms per 100000 population . ___ ._ 
----_.- --.--~------~---- -,---'-" .. -_. -- ~ . --~-------.-.-"-.--- ,-,-
Province Staff category Baseline Target 
Gauteng Total clinical statf 35 45** 










_ .. - ------~----.------ "--- - --- -- -- _. __ ._-_._-" .. ,,- - - "--, -----~---~.--,~ .-- - --.---- ---,- - - ------,-----~--.- _._---- -----------"-,---
North-West Psychiatric nurses 5 I () 
General nurses 2 5 
OTs 2 5 
OTAs I 3 
Social Workers I 3 
CIIWs I 2 
Psychologists 2 5 
Psychiatrists 0.5 I 
MOs 2 
Pharmacists 
Free State Nurses ( Community services) 
Nurses (Acute inpatients) 









- .cc no recommendation received 
This recommendation was based on increased numhers of social workers. 
occupational therapists and psychologists 
Recommended to render [l Jllily integrated comprehensive health servIce. 





Proposed staff/population norms 
Baseline 
The proposals fix staH/population nonns are set out in 'rable 4.18. The 
baseline stat17population norms were calculated using the national 
stafl7population ratio as a guide. 1n certain instances marginal 
increases of the national ratio tor certain stafr categories were 
introduced, for psychiatric nurses (by I per 100 0(0), for O'TAs (by 
0.4), for social workers (by 0.2) and f()r CHWs (by 0.4). This was in 
keeping with recommendations of provincial coordinators, with 
particular emphasis on the development of psychosocia1 rehabilitation 
stan~ It was also ill keeping with current policy that emphasises the 
development of community-based mental health care. This is 
consistent with patterns observed in the international literature, while 
limited by afR)rdability constraints. No recommendations were made 
ftH baseline norms tor educational and quality assurance ollicers 
because there were no provincial data f()f these positions. These were, 
however, generated by the model, and target norm.'> were 
recommended fhr these positions, [or future service development. 
As argued in relation to the bed/population norms, the baseline staff 
levels are developed with the goal of establishing national equity, and 
should not be used as a basis f()f reducing mental health staff in those 
provinces that have staff numbers above these levels. As the 
international literature and the modcll1ng process has shown, no mental 
health services in South AfH(:a have adequate stafling in terms of the 
mental hea1th needs orpeople with severe psychiatric conditions. 
T~lrget 
The target ratios are drawn directly from the modeL The model did not 
generate figures separately f(w psychiatric nurses but provided a figure 
!()r total nurses that includes psychiatric and general nurses. The 
proposed norm fiJr psychiatric nurses is thcrclbre an estimation, based 
on the relative distribution or psychiatric and general nurses in existing 
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Ltaii'ratios (of approximately 50%,). The model aLso did not generate 
Irceommendations fin CHWs, intern psychologists and pharmacists, 
Iwith the result that no target norms were proposed ilx these 
professions. 
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Proposed staff/population norms jiJr South African mental health 
services 
-------~--------- ---
Staff category Baseline Target 
'rotal nurses 16 25.1 
Psychiatric nurscs* (8) (12.5) 
Occupational Therapists 0.4 0.6 
Occupational Therapy Assistants** 0.9 1.9 
Social Workers 0.7 2.2 
Community Health Workers 0.7 Not stated 
Psycho 10 gists 0.3 1.2 
I ntcrn Psychologists 0.3 Not stated 
Psychiatrists 0.4 1.5 
Psychiatric registrars 0.4 2 
Med ical 0 meers (M Os) 0.4 Not stated 
Pharmacists 0.2 Not stated 
Education/information ofIicer Not stated 0.5 
Quality assurance oJlicer Not stated 0.2 
Total clinical staff 20.7 35.2 
- -----,., ~-.-.-.-. ---------".---.-... '"-'"._------ ---~--.~----,'-,---,--.------------.---.- --~--.-.-.. --- ,---,- - - ---.-"~-... -----.-----~---.. ,.-------,- -- --- _._._---
* 
** 
'fhe figure for psychiatric nurses is included in the figure Jor "total nurses" 
Including community rehabilitation workers. depending on provincial 
sta1l7catcgories 
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4.4.3 Staff/hed norms 
4.4.3.1 Recommendations of provincial coordinators 
On the basis of the service indicators, the t()llowing recommendations f<)r 
staH/bed norms were received from provincial mental health coordinators 
Crable 4.19). Comments attached to the recommendations lTom Gauteng were 
that increases in statY/bed norms were an attempt to take account of likely 
reductions in bed numbers. This trend had been noted to have occurred in the 
deinstitutionalisation programme in the Free State and elsewhere (see chapter 
2). 
Table 4.19 Provincial mental health coordinators' rccommendal ions for sta/flhed 
norms 








Total clinical stafT 
Nurses (Acute inpatients) 
Principal and Senior Specialists 
Registrars/MOs: Acute 
Registrars/MOs: Forensic 









Total acute stall' 
(including support statf) 
Total chronic stafr 
(including support starn 




































'fhe proposed stambed norms flJr mental health servlccs III South 
Ati'ica arc presented in Table 4.20. ln keeping with the methodology 
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4.4.3.2.2 
set out in chapter 3, the baseline norms draw on the national ratios, 
with increases inlormed by recommendation.., of the provincial 
coordinators, and qualitative observations from particip[mts in the 
provincial workshops that existing levels arc unacceptable. These 
included increases 0(' 0.0\ staff member per bed i{Jr crfAs, 
psychologists, psychiatrists and medical officers as well as an increase 
of 0.00 I fIx pharmacists. Un!~)ftLmateJy a breakdown according to 
acute and medium-long stay facilities was not possible from the 
provincial data, and an estimation was considered to be inappropriate. 
At baseline level, a total stafllbed norm is therefore provided, without 
specifications according to acute and medium-long stay facilities. 
Target 
Target norrns are informed by the model, while taking into account 
provincial coordinators' recommendations and evidence ITom the 
international literature that levels of stalling in inpatient fucilities in 
South Africa arc unacceptably low. Details of stafflbed ratios 
according to acute and medium-long stay facilities are included te)r 
three reasons. Firstly, there is a need to distinguish acute and medium-
long stay care, according to the particular care needs of patients; 
secondly, the distinction was recommended by some provincial mental 
health coordinators; and thirdly, it allows t()f more specific future 
planning. 
In order to facilitate comparison with baseline norms and provincial 
ratios, a weighted mean [l)f acute and medium-long stay staff/bed 
norms has been calculated. It needs to be stressed that the substance of 
the target proposals should be regarded as the breakdown of acute and 
medium-long stay lileilities. The weighted mean is only provided for 
the purpose of comparison with the baseline norm and with provincial 
ratios. 
'fhc model does not generate separate recommendations li)r 
"psychiatric nurses". The proposed norm for psychiatric nurses is 
2\0 
therefi)re an cslimation based on the relative distribution ofpsycbiatric 
and general nurses in exiflting stall' ratios (i.c., 0.12 0.25 = 0.48). 
The lolal nurse/bed ratio was generated fhun the model. 
Table ·1.20 
Shiff category Baseline 
Total 
Total nurses 0.25 
(including psych nurses) 
Psychiatric nurses 0.12 
Occupalional Therapists 0.01 
Occupational Therapy Assist:mts 0.02 
Social Workers 0.01 
Psycho logists 0.01 
Psychiatrists 0.01 
Psychiatric registrars 0.01 
Medical Ollicers (MOs) 0.01 
Pharmacists 0.001 
~I~ .. ~al {~Ii~'ical 0.36 
* J ncludes commllnity rehabi litation workers 







































** The mean is weighted according to the distribution of beds (assuming 28 acute 
and 10 medium-long stay beds per 100 000 population). Formula: weighted 
mean «(28/(28+10)) x acute ratio) + «(10/(28+ 1 0)) x med-Iong ratio) 
4.4.4 Staff/patient norms 
4.4.4.1 Recommendations of provincial coordinators 
The provincial mental health coordinators' recommendations filr staH7patient 
norms in ambulatory care settings are presented in 'fable 4.21. Norms were 
not speciHed according t.o daily patient visits, hut were reported as stated in 
the table. In some cases time Irames were not provided. 
Table 4.21 Provincial mental health coordinators' recommendations lor 







Stafflpatient visits per month (total 
clinical staff'in ambulatory care) 
Nurses (time frame not stated) 
I)roposcd staff/patient norms 
Baseline 
Baseline Targd 
-~"~-"--"-""<- --"-" "--"-"--" -~"""<--"-"-- "--
0.05 
1 :60 visits 
(0.02) 
0.1 
I :60 visits 
(0.02) 
The proposed staff/DPV norms I()r ambulatory care in South African 
mental health services arc prest~nted in 'rable 4.22. As bei()rc, the 
baseline staff/DPV ratios arc based on the national staf1JDPV ratios. 
Ilowcver, in this instancc, existing statllDPV ratios provided by North 
West and Northern Province were excluded ii'om consideration l()f 
norms. This was because observations of the data for these provinces 
(with staJ17DPV ratios of 1.7 (North West) and 4.0 (Northern 
Province)) revcaled them to be inconsistent with qualitative reports of 
these services during the provincial visits, and inconsistent with d"ta 
received fi-om other provinces. These inaccuracies are discussed in 
more detail in chapter 5. Figures based on the mean orthe remaining 7 
provinces have been used as a basis for calculating the baseline norm 
ti:)r cach stafT category. 
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4.4.4.2.2 
Slight increases from the existing ratios have been proposed li)r OTs 
(by 0.(05), OTAs (by 0.0(9), Social Workers (by OJ))) and CHWs (by 
OJ)) ). These increases were based on suggestions from provincial 
coordinators that there was a need to in<.:reasc the number or 
psychosocial rehabilitation stafT It)r community-based mental health 
care, as we] I as qualitative feedback regarding stalT shortages during 
the provincial workshops. 
Target 
The ligures f()r the target stall/Dry norms were drawn directly Irom 
the model's recommendations for stall' fe)r ambulatory care. The target 
proposals usc the model's proposed 12 ambulatory care slalr per 100 
(Jon population and divide this by the existing Dry reported by the 
provincial services questionnaire (national mean of 13 Dry pcr 100 
000 population). The same DPY figure was used lbr the target 
proposals as 1,)r the baseline, to enable comparison or the target 
staJl?DPY with the baseline stafflDPY, It was thought that this was 
necessary hecause stalling is the primary incus or this norm, and 
theret()re a constant basis of comparison in the number of patients (the 
denominator) was needed. 
Useful is a comparison with the model's 30% attendance rates or 26 
DPY per 100 000 population (26 LJPY 6874 annual visits -;. 264 
days). From the model's proposals of 12 total ambulatory care stan: a 
staft7DPY ratio of 0.46 is recommended. This lics midway between 
the proposed baseline and target norms, and gives some indication or 
the way in which increased service utilisation hy patients afIccls the 
stalT/DPV ratio. 
In addition, as with staOlbed norms, the model does not generate 
separate rccmnmendations for "psychiatric nurses". The proposed 
nonn R)r psychiatric nurses is therefore an estimation based on the 
relative dist.ribution of psychiatric and general nurses in exist ing stair 
ratios (i.c., 0.2c 0.1'-- 2 to I). 'rhe total staJ17DPV ratio for nurses at 
target level is taken trom the model. 
Tahle 4.22 Proposed sta/JIDPV norms for amhulatmy care in ,)'outh African 
mental health services 
.---.-~ .- - -------- ._-- - --- ~--~--- --_._-- ---.. _-.. -.-------- --_. 
Staff category Baseline Target 
Total nurses 0.2 0.54 
Psychiatric nurses 0.1 0.27 
Occupational Therapists n.01 0.04 
Occupational Therapy Assistants 0.01 0.11 
Social Workers 0.01 0.08 
Community Health Workers* 0.02 ** 
Psychologists 0.0 I 0.08 
r ntcrn Psyeho 10 gists 0.01 ** 
Psychiatrists 0.01 0.02 
Psychiatric registrars 0.01 0.03 
Medical Officers (MOs) 0.02 0.03 
Pharmacists 0.01 ** 
Total 0.32 0.93 
* Includes community rehabilitation workers. 
** T'he model did not generate staHlDPV ratios fi)r community health workers. 
intern psychologists or pharmacists.! 'here is therefore no target norm for 
these professions. 
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4.4.5 Community/hospital norms 
4.4.5.1 Recommendations of provincial coordinators 
Then: is not a great deal of variation between the provll1ces III the 
community/hospital norm recommendations made by the mental health 
coordinators for stafT Crable 4.23) and pat ient service utilization Crable 4.24). 
l;or community/hospital ratios for statl~ recommendations were bet ween 20%) 
and 30(Yo at baseline and 40% and 50% at target level. For patient service 
utilisation, recommendations ranged from 75% to )016% at baseline level and 
80%) and 86% at target level. 
Tahle 4.23 Provincial mental health coordinators' recommendations lor 















* "-", no recommendations received. Recommendations were the same tor 
Ratio 1 and Ratio 2 as defined above_ 
Table 4.24 Provincial mental health coordinators' recommendations lor 








Western Cape 86 










Proposed community/hospital norms 
Staff 
'fhe proposed norms, which were arrived at using the principles set out 
in chapter 3, are provided in 'fable 4.25. Because of the diflering 
patterns of community/hospital staff distribution noted in the existing 
provincial ratios, two baseline norms were developed I(H 
community/hospital ratios lor stair: (a) one li)r provinces with high 
community/hospital ratios (Northern Province. Mpumalanga and North 
West) which need to develop staff in hospital services~ and (b) the 
other for provinces with low community/hospital ratios which need to 
lkvelop stafT in community services (Gauteng, Free State, Northern 
Cape, Eastern Cape, Western Cape and KwaZulu-Natal). 
The target norm was framed around the percentage of ambulatory statf 
calculated using estimations of service need in the model, at 34%. It 
was further reinforced by the proposals or the provincial mental health 
coordinators (see Tahle 4.23), and adapted according to the two 
definitions of community and hospital services devised during the 
provincial visits. 
















In keeping with the principles outlined in chapter 3, a proposed 
baseline community/hospital norm fi)r patient service ulilization was 
produced by drawing directly on the national community/hospital 
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ratios. The proposed baseline community/hospital norm for 
patients is: 66%. This proposed norm is lower than the 
recommendations of the provincial mcntal health coordinators. 
The model is able to generate cOlnmunity/hospital ratios [()r patients. 
At 100% coverage or estimated prevalence or severe psychiatric 
conditions, this ratio is a very high 98% (see Model spreadsheet, 
Appendix E). 11 was felt that this was unrealistic as a target, 
particularly in view of the present low rates of ambulatory care 
attendance in South African mental health services. Nevertheless, in 
making a decision about a target norm, it was assumed that there 
would be an increased level of patient utilisation 0 r community 
services as a result of factors such as: 
u increased detection of patients in community services; 
u improved ini()rmation systems which report patients' 
community service utilisation; 
u decreased long term custodial care; and 
0 reduced numbers of long stay beds. 
Taking these factors into account, the proposed target 
community/hospital norm for patient service utilization is: 92%,. 
This is marginally higher than the recommendations of the proviIlcial 
coordinators. 
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4.4.6 Bcd occupancy norms 
4.4.6.1 Recommendations of provindal coordinators 
The recommendations of provincial coordinators arc provided in Table 4.26. 
1 'ahle 4.20 Provincial mental health coordinators' recommendations for hed 
norms 
"--,.---,~. ~-- .. --- ---.. __ . __ ........ - - --~-----.--.. - . 
11rovince Facility Baseline Target 
(%) (1%) 
Oautcng 85 80 




Western Cape 85 85 
4.4.6.2 Proposed bed occu paney norms 
[n keeping with the principles of norms development outlined in chapter :'1. 
baseline levels fi)r acute and medium-long stay hed occupancy rates arc drmvn 
lrom the national bed occupancy rate Crable 4.27). Occupancy rates I()r acute 
and medium-long stay are not diIJercntiatcd, a::-; the provincial services 
questionnairc did not provide this differentiation. 
Target levels arc derived Irom the model. Bcd occupancy rates of 85'70 and 
95% l'Or acute and mcdium-long slay facilities respectively appear to otfer the 
optimal usage or available heds, while maintuining workloads f()r staIr within 
acceptahle limits. It was fell thal because of the slower turnover 0 r patients in 
medium-long stay facilities, a higher rate orhed occupancy could be achieved. 








Adm ission rate norms 
Recommendations of provincial coordinators 
Only two provincial mental health coordinators provided recommendations for 
this norm Crable 4.28). The mental health coordinator in the Western Cape 
commented that the high existing admission rate in that provint~e reflects: 
u inadequate regional hospital management ofpsychiatric patients; 
u referrals [rom other provinces; 
o inadequate community services; 
o over-utilized hospital services, with multiple readmissions; and 
u excessive rderrals or patients from community settings and district 
hospitalOPDs. 
'These Irlctors were thought to contribute to the norms proposed by the 
provincial coordinator. 
Tahle 4.28 Provincial mental health coordinators' recommendations for 
admis'sion rate norms ---------_._--
Provinct~ Baseline Target 
Gauteng * 150 130 
Western Cape 200 
* hxcJuding I jlecare 
l\Jo recommendation received 
4.4.7.2 Proposed admission rate norms 
The following norms were proposed for annual admission rates: 
Baseline: ISO per 100 000; and 




As with other proposed norms, the baseline rate is derived lrom the national 
annual admission rale. 
The model provides admission rates of 5 [6 (()f acute 1acilities and 20 lhr 
medium-long stay facilities, with a weighted mean of 386 annual admissions 
per 100 000 population. IIowever, this was thought to be unrealistically high 
lhr current South African inpatient service resources. The figure generated by 
the model is directly attributable to short lengths of stay (averaging 17 days in 
acute facilities) and an emphasis on acute care beds. As noted elsewhere in 
this document, an excess or long stay beds with extremely long admission 
periods marks South African services. 
Neve11heless, with shills towards shorter admissions and proposed 
development 0 f aeute facilities, it is anticipated that admission rates may 
increase to reflect the greater turnover of patients in inpatient IRcilities. It was 
theref()re proposed that the target rate be higher than the baseline rate, but 
lower than the weighted mean admission rate of the model. Recommendations 
of the provincial coordinators titrther int(Jrmed the final norm level. 
IJength of admission norms (Average Length of Stay: ALOS) 
Recommendations of provincial coordinators 
Three provinces provided recommendations i()r ALOS norms Crable 4.29). 
Tahle 4.29 Provincial mental health coordinators' recommendations fhr length (~l 
stay norms 
Province Type of facility Baseline Target 







Acute (Psychiatric hospitals) 











Proposed length of admission norms 
Baseline 
The proposals for average length of stay norms /iJr mental health 
services in South Africa are set out in Table 4.30. Because or the 
methodological prohlem in the gathering of the provincial data (which 
included acute and medium-long ALOS in one figure), baseline levels 
could not be recommended simply on the national median. However, 
the principle of developing a baseline level with a goal of national 
equity remains in place. With this in mind, the baseline level f()f acutc 
beds in psychiatric hospitals and dedicated wards in general hospitals 
has been based on an estimation of the national median in these 
facilities. It was thought that the national mean for general hospitals or 
1 I days was shortened slightly by the presence of non-dedicated beds 
in these huspitals. The ALOS I~)r acute beds in psychiatric hospitals 
and dedicated psychiatric wards of general hospitals was estimated to 
be slightly longer at 14 days. 
No baseline norm /()f medium-long stay heds has been proposed Jor 
several reasons: 
u The data of existing services in the provinces is inadequate Lo 
draw clear conclusions. 
u Estimations like that of the baseline acute ALOS were 
impossible, given the considerahle range of existing AI DS Iflr 
medium-long stay ti.tcilities. 
u The diversity of ALOS across the provinces shows the need fIX 
each province to address this particular issue according to their 
own situation. 
u Several provinces report the presence or a cohort of patienls 
who have remained in custodial care l()r many years and arc 
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4.4.8.2.2 
thoroughly institutionalised. It would be inhumane to suddenly 
apply a blanket policy of reducing ALOS and discharging these 
patients without careful consideration of their needs and 
circumstances. 
The distinction between general hospitals with dedicated wards and 
those with non-dedicated wards was thought to be of particular 
importance in proposing norms for ALOS, since ALOS is likely to 
vary with the different types of care available in each. The proposals 
are an attempt to cover the full range of admission length according to 
the level and function of the care delivered. 
Baseline nomlS proposals l()r 1\LOS lc}!' general hospitals and district 
hospitals with non-dedicated acute beds are based on the national mean 
for these facilities, but reduced due to the t()Uowing considerations: 
o The need to provide mffilmum levels of care, within the 
constraints of affordability in these facilities. 
u Qualitative reports in the provincial workshops of extremely 
brief lengths of admission in many district hospitals and non-
dedicated general hospital wards. 
Target 
'rarget levels draw on tbe recommendations from the model and are 
thercfbrc based on estimations of the length of admission needed lor 
people with severe psychiatric conditions. Broadly this is in keeping 
with current mental health policy in South Alrica. The redefinjng of 
"chronic" as "mediwn-long stay" is an attempt to reflect the shift away 
from the perception of longer-term inpatient psychiatric care as 
custodial, to the perception or it as primarily rehabilitative. At the 
same time, as noted in chapter 2, lherc is some acceptance that there is 
a certain small sector 0 r the patient population who will always require 
inpatient care, and should be housed either in community residential 
care facilities or in long term psychiatric hospitals. 
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As the model docs not make recommendations lor district hospitals 
and general hospitals with non-dedicated wards, these have heen 
estimated drawing on recommendutions fi'om provincial mental heulth 
coordinators. These proposals also attempt to cover the types of 
admissions appropriate to district and regional hospitals, and not 
covered hy dedicated psychiatric htcilitics. 
TaMe ./.30 Proposed average length (~t' stay (AU),),) norms in South African 
menial health services ----- -----------_.---_. 
Type of facility 
Psychiatric hospitals (acute) 
Psychiatric hospitals (med-Iong) 
General hospitals 
(dedicated acute wards) 
General hospitals 
(non-dedicated acute wards) 
District hospitals ( acute) 







~----'---------~------ _.--,--_._- -- . - ---------,_.-._-
Target 
(days) 





4.4.9.1 Recommendations of provincial coordinators 
4.4.().2 
As there were no figures on existing readmission rates, apart (rom those I(H 
West End hospital, provincial coordinators were not able to give comment 011 
norms f()f readmission rates. 
Proposed readmission rate norms 
The proposals fl.)!' readmission rate norms f()!' South All-jean mental heahh 
services are set out in Tahle 4.31. Because no provincial data were available. 
apart Ihml those from West End hospital in the Northern Cape. the 
methodology or developing baseline proposals according to tile national 
average or exist ing servic,es could not be applied in this instance. Similarly, 
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the model does not provide readmission rates. and therefixe reconllnendations 
on the basis of estimated need were not possible. 
Instead both baseline aml target proposals draw on a combination of the 
international literature and local readmission rates (as reported in South 
African literature and from West End hospital). As such these norms serve as 
a broad guideline lor service delivery. Baseline nonns are based broadly on 
reports of existing readmission rates in the literature. Target norms are 
proposed to support a gradual reduction in readmission rates with improved 
community and hospital care over time. Reduced readmission rates also have 
the goal of reducing costs of services through unnecessary repeated 
admissions. 
Table 4.3/ Proposed readmission rate norms .It)r .s'outh African mental health 
services 
"'_ .. ". _.-.. - ,,,"---"--,-_., ,----,--,-_ .. -._-,-, .. , ... 
Readmission rate within 
time periods of ... 
Baseline Target 
1 month 10% 
(, months 35% 25% 
1 year 40% 30% 
4.4.10 Default nate norms 
4.4.10.1 Recommendations of provincial coonlinators 
The provincial coordinators' recommendations fi.Jr delImIt rate norms are set 
out in Table 4.32. The recommendations are linked closely to the existing 
provincial ratios, and rellect the coordinators' concern to reduce default rates, 
with the implicit acknowledgement that some level of delauit is inevitable 
among ratients with severe psychiatric conditions. 
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Table 4.32 Provincial mental health coordinators' recommendations for default 
rate norms . __ ._-_._-. __ ._--_._-_. __ ._ .. _._--
-----
Province Baseline Target 
Gauteng 7(% 
Free State 10% 
Western Cape 10% 
.c no rccommendation received 
4.4.10.2 Proposed default rate norms 
The proposed norms ()f default rates liJr ambulatory care mental health 
services in South Africa arc as follows: 
Baseline: J 1 (% 
Target: 8'% 
As with other norms the baseline proposal is based on I he national mean. 
Unj()rtunatcly the model does not recommend default rates and thercfllre could 
not be used as a oasis lor the target proposal. 'rhe target nonn is theref()rc 
hased on the t()l1owing considerations: 
o The recommendations of thc provincial coordinators. 
o The understanding that improved servIce elliciency should lead to a 
reduction in del~lUlt rates and theref()re that the targct rate should hc 
lower than I he haseline. 
u ;\ckl1()wkxlgement that some level of defillllt is inevitahle f(lr paticnts 
with severe psychiatric conditions. 
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4.4. I] Summary: norms 
In table 4.33 a summary is provided of all 110rms proposals. The summary is provided 
partly to illustrate the essential interdependclK~c or the norms proposals. T'hc 
implications ofthese findings are discussed in chapter 5, 
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(clmical staff only) 
StafFDPV ratio 





Length of stay 
Default rate 
Definition 
(Beds + total population) X 100 000 
(Stafl-:- total population) X 100 000 
Staff + beds 
(inpatient staff only) 
Staft'+ DPV (Daily Patient Visits) 
(ambulatory care staff only) 
1. (Community staff + (hospital + comm staft)) X 100 
2. (Attendance rate + (admission rate + attendance 
rate)) X 100 
(Inpatient days + Available bed days) Xl 00 
Annual admissions per lOO 000 population 
~edian length of admission ( days) 




Med-long ...L. Comm res: 6 
I mal nurses: 16 
Iotal staff: 20.7 
Total nurses: 0.25 
Total staff: 0.36 
Total nurses: 0.2 
Total staff: 0.32 
2. Ratio l: 25%-55% 








(dedicated wards): 14 
(non-dedicated v;ards): 5 





}vied-long -:- COll1DHes: 30 
Iotal nurses: 25.1 
Iotal staff: 35.2 
Total nurses: 0.45 
Total staff: 0.56 
Total nurses: 0.54 
Total staff: 0.93 
1. Ratio 1: 40% 










(non-dedicated wards): 8 
District hospitals: 5 
8% 
4.5 Manual 
The norms manual is sct out in JhJl in Appendix F. 
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Chapter 5. Discussion 
5.1 I ntrod uction 
[n this /inal chapler, the findings or the study arc discllssed, including the survey of 
current service indicators, the model, the proposed norms and the manual I()\" service 
planning. A summary is then provided oJ'the lindings and their conlributions to 
existing knowledge in the tield of mental health service planning. This is 1()Howed by 




Ilcd/popu la tion ratios 
The national bed/population ratio was n:ported to be 48 heds per 100 000 popUlation, 
with 13 aeLlle beds and 16 medium-long slay beds (35 including Lilecare) per 100 noo 
population. There arc substantial inequities between provinces. 
The national bcd/population ratios indicate low levels of inpatient care relative to 
ligures ill international settings, particularly developed countries. In the UK, I()f 
example, in addition to relatively well developed community mental health services, 
there arc 28 acute and 70 medium-long stay beds per 100 000 popUlation (I,elliot et 
aL 1904), more than double the South Afi-ican totals of 13 and 35 respectively. As 
indicated in chapter 2 (Table 2.1 ), other countries have reported total bcd/population 
raLios of (II (Switzerland) (Vogel et aI., (997), as well as acute and medium-long slay 
hed/population ratios or 31 and 48 (Germany), and 33 and 93 (Sweden), respectively 
(Andrews, 199 t). These 1igures are reported in addition to substantial community 
services. I >cvels of care in South Afi'ica suggest the need lor more attention to be 
given to psychiatric residential care in health policy, planning and budgeting. 
The low inpHlien! resources are made more stark when one conskkrs distribution 
between provinces. l"or anile beds, the ratio varied between () and 18 per 100 000, 
while Cor medium-long stay beds it varied bctween 0 ([nd 29 (excluding Lilccarc), lind 
o and 83 (including Lilccare). As coniirmed elscwhere, (Lee ct aI., 1097) mental 
health resources tend to be concentra1ed in provinces with densely popUlated urhan 
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areas and greater economic development. Acute bcd/population ratios of 6 
(Mpurnalanga), 7 (Northern Cape) and 7 (North-West) per 100 000 popUlation 
indicate inadequate acule inpatient care. Mpumalanga has no medium-long stay 
inpatient or community resiuentiai I~lcililies in a population of over 2.5 million. 
These poorer rural provinces are in urgent need of inpatient mental health scrvice 
development. 
I [owcver, thesc findings should not lead to t he conclusion that services 111 urban 
provinces such as Gautcng arc adequate. Gauteng's bed numbers mask the lad that 
(iautcng services include care of patients from surrounding rural provinces such as 
North West, Not1hern Province and Mpumalanga (Zwi, Oartnall, & Lee, 1997). In a 
count carried out in all provincial hospitals in Gauleng (excluding I,ilccare) in 
September 1996, 29/% of patients were identified as coming from other provinces (R. 
Lazarus and R. 'I'hom, personal communicalion, 1(98). In Lifeeare Htcilities in 
Gauteng, patients from other provinces currently make up 33% of the lotal number of 
patienls (R. Lazarus and R. Thorn, personal communication, 19(8). A combined 
bcd/population ratio /())' the four northern provinces (Gauleng, Mpllmalanga, North 
West and Northern Province) gives a total of 48 heds per 100 000 population 
(consistent with thc national ratio), eompareu to a range of 6 to 101 when the ratios 
arc reported per province Crable 4.1). The reliancc of surrounding provinces on 
Gauteng's mental health services rdlects problems of access, maldistribution or bed 
resources, inadequately integrated services and overly centralised service provision 
that is out oCtouch with local needs. 
[n provlllees with a history of relatively well-developed specialist psychiatric 
institutions, the emphasis in terms of bed numbers remains 011 medium-long term 
care. This is clearly evidenl in medium-long slay bcd/population ratios per 100 000 
population of 18 (83 including Lifccare) in Gauteng; 16 (58 including Litccare) III 
Northern Province; 29 in the I:':astern C~ape; and 16 (27 including I,ikcare) 111 
KwaZulu-NataJ. [n contrast to this situation, current mental health policies emphasise 
the short term treatment of psychiatric patients in acute inpatient l~lcilities and 
concerted rehabilitation programmes in residential care and ambulatory care facilities 
in Lhe commllnity (DepartmL~nl of I [ealth, 19(7). There is a need to downscale lhese 
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institutions and shift beds either to acute care or community-based residential care in 
keeping with current policies. 
In some provll1ces, dowllscaling has occurred, but this has been driven by financial 
concerns to reduce the cost or mental health care, rather than clinical needs. In short, 
deinstitutionalisation has been seen as a cost-saving strategy. As a result of this 
strategy, the reduction of inpatient bed numbers has not been accompanied by the 
development of residential and ambulatory care in the community. For example, in 
the Western Cape, which has historically enjoyed the highest levels of mental health 
service, ratios have fallen /Tom 61 in 1993 (Ensink c1 aI., 1997) to 34 psychiatric beds 
per 100 000 in J 998. However, no community residential care facilities were reported 
in the Western Cape. Gauteng was the only province to report residential care 
(~lcilities in the community, reporting a total 0[,305 places. lL is clear that community-
based residential care facilities arc extremely inadequate, and need to be developed if 
psychiatric bospituls are to continue to reduce medium-long stay bed numbers. 
Deinstitutionalisation is not a cost-saving strategy and needs to be accompanied by 
the developmenl of' community-based services in order to be clinically ctlcctive, as 
shown ill several international studies (Knapp et a!., 1994; Knapp et aI., 1998; 
Thornicrol1 et aI., 1(99). 
'fhc findings li)r bcd/popUlation ratios also indicate the need (()r the development 0 I' 
more sophisticated in/iJfmation systems /()r the further monitoring of inpatient care. 
A more detailed breakdown or acute bed numbers according to district, regional and 
specialist hospitals would provide a clearer picture of service delivery in those 
settings. 
lkd/population ratios arc complex, and cannot stand alone as mental health care 
indicators. '] 'here is also a need to develop other indicators that have a bearing on 
inpatient care. First, the optimum number of beds is dependent on the level and the 
sophistication or the community services which function alongside inpatient bcilities 
(Surles cI al., 1987; Rossler ct aI., 1992; Vogel et aI., 1997). Indicators of community 
mental health service development need to be utilised. Second, in the post-
deinstitutionalisalion era in developed countries, community-based residential carl' 
Illcililies have taken over the role of long term psychiatric institutions in many 
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instances (Randolph et aI., 19(1). Therer(m~ the number ol'psychiatric hospital beds 
does not necessarily indicate the level of residential care that is available. Numbers of 
community residential care places need to be reported. Third, inlormation 011 
bcd/population ratios needs to be suppkmented by inlonnation on the quality or care. 
The results or the bed/population ratios indicate the need to develop acute inpatient 
psychiatric services in South Africa, reduce levels of chronic care where appropriate, 
alld redirect resources towards the devc!upment or community-level residential and 
day carc services. It is crucial to develop accurate indicators to monitor this process. 
5.2.2 Statli'population ratios 
rhe national staftipopulation ratio was reported to be 19.5 per 100 DOO popUlation, 
with an inter-provincial range of5.7-31.6 Crable 4.2). 
The results indicate low levels of mental health staning in South Africa, compared to 
those in developed countries and even some developing countries. This is exemplified 
by the ratios t(H" psychiatrists. The total of 135 psychiatrists employed in public 
sector mcntal hcalth services in South Africa corresponds to a ratio 01'0.4 per 100,000 
popUlation. This is lower lhan the ratios lor developed countries such as Sweden 
(12.5 per 100,0(0) (Holmberg, 1988), the USA (16.0) (De~iarlais ct aI., 19(5) and 
developing t;nuntries sLlch as Egypt (J .0) (Okasha et aI., 2(00), Brazil (4.4) (lacoponi 
d aI., [(91) and Columbia (3.5) (Orjuela-Manccra et aI., 1991). 11owever, it is higher 
than JnJia (0.23) (Ramana et aI., 1(91) and other Alt-ican countries such as Botswana 
(0.3), (World Psychiatric Association, 1(96), Ethiopia (0.02), Kenya (0.1), Mali 
(0.03) (Chikara et aI., 1(91), Nigeria, (0.1) (World Psychiatric Association, 19(6) and 
Zimhabwe (0.1) (Chikara et aI., 19!JI). Also, there was less than 1 stall' member per 
100,000 l()r all personnel categorics excqJt nurses. Clearly, it is impossible to deliver 
a substantial service with sllch low ratios. Comparisons with international 
slampopulation ratios are compromised by an absence of comparable dala I()r many 
oCthe categories orstaiTthat were included in the present study. 
('onsistcnt with previous reports, (Ensink et aI., 1997; f"lisher et aI., 1997; Lee el aL 
19(7) there was considerable variation in the staOing levels helwecn provinces. The 
Northern Province had thc highest [otal stll1lipopulation ratio. although this may 
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rellect inaccurate data, as indicated in chapter 4, seclion 4.2.2. After the Northern 
Province, Gauteng and the Western Cape had the most favourable stalf levels, with 
overall stallipopulation ratios of 26.2 and 24.7 respectively. The Northern Cape was 
at the other extreme, with a lotal stafllpopulation ratio of 5.7 per 100,000 population. 
In general, the predominantly rural provinces had the lowest total staO/population 
ratios, confirming findings in the literature (Flisher et aI., '9(7). The shortages in 
rural provinces arc exemplified in the Northern Cape, where one psychiatrist covers a 
vast geographical area, and clinics operate a postal drug service with 6-monthly visits 
fr0111 the psychiatrist. However, as with bed/population ratios, this provincial-level 
data obscures the historical legacy of' centralised and institutionalised mental health 
services in South Africa. As a result of this legacy, there is considerable cross-border 
now bctwcen provinces, as noted in bed distribution. Thcref()re intlatt:d stall' fIgures 
fiJr C,auteng and the Western Cape probably do not reflect the reality or service 
provision in those provinces as they continue to provide care lor patients relcrred 
from surrounding rural provinces. I ndeed it is likely that people in remote rural parts 
or the Weslern Cape have a similar level of access to mental health service providers 
as their counterparts in predominantly rural provinces (Ensink et aI., 19(7). 
The inter-provincial discrepancies that were observed fiJr the total statr were in mosl 
cases paralleled by similar discrepancies n)r the specific occupational groups. The 
psychologist/population ratio, {()r example, was 0.7 and 0.6 per 100,000 in Ciauteng 
and the Western Cape respectively, 0.4 in KwaZulu-Natal and 0.2 or less f(H the 
rcmammg provmces. Relative to the international literature, psychiatric nurses are 
inadequately provided, in spite or the tact that there may be over-reporting of 
psychiatric nurses in Table 4.2. Similarly, Occupational Therapists are inadequately 
provided liH, given present policy shifts towards the development or psychosocial 
rehabilitation services [()r mental health care (Department or Health, 19(7). 
Ilowever, there did not appear to bc an association between Ihe ratio liH medical 
oJlicers (MOs) and that lor total stall' or other staff categories. For example, 
provinces with meagre stalling resources in other categories (Stich as Norlh West and 
Mpumalanga) had the highest MO/population ratios 0/' 1.3 and 0.8 per 100 000 
population, respectively. This could rel1ect inter-provincial policy dilICrenccs 
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regarding the deployment of medical ollicers to provide mental health servIces. It 
may also reflect inaccurate data, since medical ollicers who provide medical (non-
psychiatric) care may have been inaccurately included in numbers of medical otlicers 
who provide specifically psychiatric services. 
As the findings for the Northern Province suggest, the results should be regarded with 
a measure of caution since the data may be of sub optimal validity. As a further 
example, the Northern Province, Mpumalanga ,md the North West all reported during 
the provincial workshops that they did not have any full-time psychiatrists. The data 
supplied n-om the questionnaire indicated otherwise (3, 5 and -' FTE psychiatrists 
respectively), even though the data was returned to the provinces lor checking. 1 twas 
decided not to alter the figures provided by the provinces, but to report them as they 
were provided on the questionnaire. 
I n spite of the best eflort.s and full cooperation of the menta I health coordinators, these 
findings highlight the limitations of present provincial mental health infimnation 
systems. More specifically, the results draw attention to some of the difficulties of 
monitoring mcntal health service delivery within an integrated health service, Ji)f 
example reporting numbers of FTE mental health stall' among general health workers 
(such as general primary care nurses and medical olficers). 
These problems are compounded hy the limitations of staftlpopulation ratios per se. 
These ratios provide only a broad global indication of stafljng available tor the 
population. StanJpopulation ratios also need to be reported alongside a range of other 
considerations, including level, quality and appropriateness of training; systemic 
issues related to supervision, support, referral procedures and the Junctional units 
within which stall deliver care (Monitor Company, 1996; Gray, 19(8); clinical 
policies and practice guidelines or parameters; management and health policy; and the 
quality of care otlered. Other indicators such as bcd/popUlation ratios, the distribution 
of statf between hospital and community services, bed occupancy rates, admission 
rates, length of stay, readmission rates, and detiwlt rates aU have a bearing on stalting 
requircments. The results t()r this indicator therc/()J"c need to be interpreted in relation 
10 a range of other indicators in order to provide a comprehensive picture or mental 
hcalth service provision. 
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The findings /{)r stall/population ratios have several implications /()f stafr roles, 
training and deployment. Firstly, because or the shortage of stan' in most settings, 
there is potenlialtl1r more specialised stall' to develop roles of teaching, consultation 
and supervision. General health staff would be better placed to deal with the larger 
volume of Jess complex cases, and reter complex cases to more specialised services. 
This arrangement makes more dlicient usc of scarce stalling resources. 
Secondly. i( was clear /i'om discussions during the provincial workshops that in many 
settings nursing staJJ are taking over the task of prescribing medication for psychiatric 
patients. This appears to be largely due to the shortage of medical staIr and the active 
role played by nursing staff in the care of psychiatric patients. '('here is a need f()r a 
rc-appraisal or de faCiO prescribing practices and fix policy to be developed on 
prescription privileges. If necessary, nursing stalf and psychologists may need to 
receive added training and accreditation in order to prescribe. 
Thirdly, the severe shortages of mental health stall' in remote rural provinces raises 
the issue or deployment. There is a need to develop incentives that will aHract mental 
health stair to these settings. These might include (I) legal strategies, e.g., a 
compulsory requirement lor all mental health prolCssionals to serve in certain areas 
fl.)r a period of time (such as a 1-year community service, immediately aller 
qualification); (2) professional strategies, e.g., post-qualification training 
opportunities awarded only alter completion of service in a less popular area; (3) 
financial strategies, e.g., increased salaries for less popular posts, special benefits slIch 
as a car, accommodation subsidies, children's education, and enhanced pension, as 
well as higher standard of residence in rural areas; and (4) educational strategies, e.g., 
preparing professionals during their training to function in remote rural areas with 
minimal technology and a high degree or independence; special training i()r stall' 
already working in these areas, such as bringing stall together for shared experiences 
and training; preparation It)]" work with less qualified colleagues such as village heLllth 
workers, fllmily mental health workers and traditional healers; and maintaining strollg 
links between academic institutions and remote rural areas (WHO, 1993h). 
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5.2.3 Staff/bed ratios 
The national staff/bed ratio for all clinical stafr is 0.3 and the national nurse/bed ratio 
is 0.25, indicating one nurse j()r every /(Hlr beds. There is wide variability In 
provincial stan7 bed ratios, from 0.22 in Gauteng to 0.89 in Mpumalanga. 
SlaH/bed ratios in South African mental health services are low, relative to those in 
developed countries. For example, the national nurse to bed ratio is a quarter of that in 
psychiatric hospitals in the UK, which between 1983 and 1986 reported a I: 1 nurse to 
bed ratio (excluding managers and tutors) ttH both mental handicap and psychiatric 
hospitals (Department of Health and Social Security (OJ-iSS), 1988). In 368 facilities 
in 8 National I Iealth Servicc districts in the UK in 1996, staft/bed ratios were reported 
as 1.27 in acute wards and 0.95 in long stay wards (Lelliot ct ai., ] 996). 
Low sta1llbed ratios in South Africa indicate t he strains under which cllrrent mental 
health services function in inpatient settings. if there are inadequate staff numbers in 
wards, patients can become neglected, may not receive the care they require, and their 
readiness it)}' discharge may be poorly assessed, leading to relapse, disruptive 
behaviour in the community or readmission. There are other negative consequences, 
such as excessive strain being placed on inpatient staff, with associated demotivation 
and burnout (Thornicroll et aI., 1999). 
in addition to the low national staf1Jbed ratios, there is marked inequity between 
provinces in staJl/bed ratios. Gauteng has the lowcst stall/bed ratios in the country. 
This is in spitc or supedicial imprcssions /l'om other indicators, which seem to show 
relatively wcll-developed services in Gallteng. For example, Gauteng has the highest 
total bcd/population ratio, and among the highest staft/population ratios. The low 
stambed ratio indicates that inpatient statT resources are stretched in spite (or because) 
t)f'relativcly largc numbers or beds. I,ilecare Jilciiities are included in stanlbed ratios 
{(H' Gauteng, and, givcn evidence or low stall/bed ratios in these filC ili tics (Polteus d 
a1., 1998), it is likely that these facilities drag down the slafT/bcd ralios in provincial 
Ihcilities. This highJjghts the need to examine thc adcquacy of stafllbed ralios in 
Litecarc lhLil it ies. 
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The Western Cape and the Free State appear to be relatively well resourced in their 
provision of stalT per bed. In the Western Cape, the nurse/bed ratio of 0.48 reported 
in the present study was consistent with the ratio of 0.45 reported previously (Ensink 
et a1., 1997), There is evidence from the bed/population ratios that bed numbers 
having decreased in the 5 years since the 1993 bed/population ratios reported by 
Ensink et aI., (1997). There is also qualitative evidence from the provincial workshop 
in the Westem Cape that stalT numbers have decreased, associated with budget cuts in 
this province. Reductions in stalf numbers were accelerated by the introducLion of 
voluntary severance packages and the freezing of posts once they were vacated. The 
consistent nurse/bed ratios over this time therefure seem to indicate that staff numbers 
in inpatient settings have lallen in tandem with bed reductions. 
Relatively high starf/bed ratios (or 0.5) in the Free State seem at least partially due to 
the reduction of psychiatric bed numbers during the last 10 years (Freeman e1 ai., 
1999a; Freeman et aI., 1999b; Lee ct ai., I 999a; Lee et a1., ] 999b). This is consistent 
with patterns in developing countries, where deiL1stitutionalisation generally results in 
more favourable statl/bed ratios (Raftery, 1992). As bed numbers are reduced, stall' 
tend to remain on hospital establishments, increasing stafT/bed ratios. I n the case of 
the Free St.ate, stalling appears to have remained relatively consistent during this time. 
Although there is no clear evidencc as to the reasons, it is possible to speculate that 
the active deinstitutionalisation programme and reported successes of "the Free State 
model" have contributed to stan' retention (Freeman et aI., 1999a~ Freeman et at, 
1999b; Lee ct aI., 19993; Lee et aL. 1999b). The challenge in this province is to 
maintain prcsent staff/bed levels, and simultaneously to continue to develop staff 
resources in community settings. 
interpretation or the reported stafllbed ratios is limited by the Ic)\1owing factors. 
Firstly, stall/bed ratios J()r Mpumalanga appear intlated relativc to 4ualitative 
accounts during the provincial workshops that stalTing in inpatient care is grossly 
under-resourced. For example, accounts were provided of patients bcing chained to 
beds because stall' were not available to restrain the patients appropriately. The data 
inaccuracy seems to be due to over-reporting of nurses with a psycbiatric training 
(who do not necessarily render a psychiatric service), and low numbers of psychiatric 
beds, as indicated by the low bcd/population ratios ti)r Mpumalanga. As rnentioned, 
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Mpumalanga has no medium-long stay facilities for a population of over 2.5 million 
people. Qualitative accounts indicate that inpatient mental health stalllng in 
Mpumalanga is grossly inadequate, in spite of the inHated figures in the table. This is 
a matter ofurgcnt attention. 
Secondly, because of limitations of the questionnaire it was impossible to obtain data 
about statf in separate "acute" and "medium-long stay" categories. This is because 
stall' numbers were not requested separately for acute and medium-long stay facilities. 
As a result it was only possible to calculate staft7bed ratios t()r the more crude overall 
figure of total inpatient staff to total beds. Specific staftlbed ratios J()r at.:ute and 
medium-long stay facilities are areas for further study. 
Thirdly, this study fOt.:llsed exclusively on clinical statl' when reporting statl7bcd 
ratios. During the provincial workshops it was mentioned that some provint.:es, when 
calculating budgets lor routine service planning, generate stafllbed ratios tlJr total 
stan: including administrative, cleaning and maintenance staff: TIns leads to an 
apparent inflation of statllbed ratios, relative to the actual clinical care provided. In 
contrast to this method, this study has set out to specifically report clinical staHlbed 
ratios, in order to allow comparison with international figures, and to assess the 
adequacy of clinical care. This methodological discrepancy needs to be kept in view 
when comparing the results of this study with some provincial reports of stafllbed 
ratios. 1 f possible, these findings should be adjusted to include provincial reports of 
the numbers of support statf on stan" establishments when comparisons are conducted. 
In the longer term, it will be important to develop a consistent methodology when 
pImming for national and provincial services. Again, this is an area tilT further study. 
The lindings j'Jr statllbed ratios indicate the general inadequacy of inpatient stalTing 
levels in mental health services in Soulh Africa. There is evidence that some 
provinces, particularly the Free State, have managed to maintain adequate stambed 
ratios, in the context of developing community-based care. For other provinces, the 
results of this study indicate that there is an urgent need to improve stafTing levels l{)r 
inpatient care. 
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5.2.4 Staff/patient ratios 
,!'he total clinical staLllDPY ratio IS 0.6 (provincial rangc: 0.1-4.0) and the total 
nurse/DPY ratio is 0.4 (provincial range 0.1----2.4). Thc national slaWDPY ratio of 
0.6 implies that on average, every ambulatory care staIr member sccs Icss than two 
patients per day. The abscnce of specific data on stan/DPY ratios in the international 
literature limits comparison. Howevcr, specitic aspects of the results merit fllrther 
discLIssion. 
The results provide a clear indication ofthe low numbers of patients who are reported 
to usc ambulatory care facilities, relative to staf[ For example, in the Northern 
Province and North-West, tOlal nurses and total stalf appear 10 outnumber patients 
who usc the service daily. 'fherc are several possible explanations f()r these patterns: 
(I) Patients do not attcnd services because thcy cannot access services due to 
transport difficulties; they cannot afford services or transport costs; social 
stigma prevents use of mental health services: patients choose to lise other 
services (such as traditional and lilith healers); or the demand at general 
primary care clinics prevent paticnts accessing mental health care (either 
because queues are too long, or primary care health workers do not detect 
mentHI health problems). The under-utilisation or services because of 
transport dillieuities may in turn lead to considerable staff time heing spent on 
travel. 
(2) There is under-reporting of patient attendances at clinics and hospital out-
patient departments (OPDs). This may be because the number of patients with 
mental health problems who attend clinks and OPDs is not routinely reported. 
For example, from qualitative observations of the data, the questionnaire may 
have been completed in some instances by lIsing numbers or patients on the 
local case register (in those instances where such a register exists), rather thall 
the actual patients who attended services. 
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(3) There may have been ovcr·-reporting of statf numbers in ambulatory care, for 
example by including all intcgrated stan: rather than those FTE staff who 
render a psychiatric service. 
(4) There may also be instances where diminished support stafr resources result in 
clinical staff taking on inappropriate responsibilities as managers and 
administrators. Tbis means that these stafr are less able to take on clinical 
responsibilities and consult with patients. 
From the results, it is difficult to identity the relative importance or these filctorS. 
There does appear to be clear evidence of unmet need It)!' services, as reported 
elsewhcre in tbe South A1i-iean literature (Foster ct aL, 1997a) and in international 
studies (Andrews & Henderson, 20(0). This would support the first of the above four 
hypotheses, However, from inconsistencies in the data noted carlier, and rcports f)'om 
provincial workshops, there is also evidence to suggest that the data reported is less 
than reliable. For example, there is evidence from the reports or stail7population 
ratios that general health workers were reported as providing aF'rE mental health 
servIce 111 some provmces. For this latter rea'iOll, the results i(H statllDPV ratios 
should be interpreted with caution. 
These methodological difficulties provide a use/iII indication of problems with 
infbrmation gathering in mental health services in South Atriea, parI icularly in the 
context of the integration of mental health into general health services at primary 
level. It is frequently difficult to discern whether general health staff are engaged in 
mental health or general heal1h care, and therefore diflicult to plan services 
accordingly. Differing levels of integration in provinces, and differing interpretations 
of the meaning of integration, further complicate this situation, as demonstrated in a 
study 0 r the integration of mcneal health into district general health services in the 
Western Cape (Muller, 12nsink, Zissis, Leon, &. Robertson, 1999). 
The tindings of this study indic:ate that stall/DPV ratios arc complex and inJ~)rmed by 
a range of f~lctors. These factors are likely to change with shins in po licy and 
treatment practices in mental health care. If the proposed policies (Department of 
Ilealth, 1997) are to be implemented in fbture, likely changes include increased 
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detection or patients with severe psychiatric conditions at ambulatory care level; 
increased management of patients by psychiatric community services; the 
development of information system.;;, with changes in the reporting of the number of 
patients who use the services, and the number of stair who render 1,"fE mental health 
service within an integrated system; and shifting staff roles, from containment to 
proactive roles of rehabilitation and mental health promotion. 
Because the staH/DPV ratio is contingent on a range of diflerent factors, it may mask 
important changes. Some of the proposed changes may lead to increases in reported 
patient visits (such as improved inf()rmation systems and improved detection and 
management at community level), while some may lead to increased reporting of staff 
numbers in ambulatory settings (such as improved reporting of FTE mental health 
staff and training of general health workers in mental health). These I~lctors need to be 
monitored closely, alongside stafilDPV ratios, in order to develop more sophisticated 
ways of monitoring ambulatory services in the community. In this context, it is 
important tbat other indicators of ambulatory services (/()r botb statf and patients) are 
developed, in order to monitor changes. 
Of particular note is the developrnen1 of psychosocial rehabilitation staff The results 
of this study indicate low numbers of OTs and OTAs, relative to other stall' in 
ambu latory care settings. I n the light 0 f the emphasis of CUITent mental health 
policies on psycho-social rehabilitation (Department of Health, 1 <)97), there is an 
urgent need f())' lhe development or rehabilitation skills, not only as tbe domain of 
OTs, hut as an integral part of mental health care. 
In conclusion, the findings lor stailJDPV ratios indicate the possible presence uf 
unmet need tor mental health services. They also reflect ditliculties in data gathering 
in current provincial mental healtb services, and the need to develop ini()rmation 
services that accurately re1lect both stafr activity and patient service utilisation. 
5.2.5 Community/hospital ratios 
As community/hospital ratios have not been developed elsewhere in the literature, 
direct comparison 01' this indicator with other studies is limited. However, there arc 
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several aspects of the ratios for slaff und patient serVice utilisation which merit 
discussion. 
5.2.5.1 Stan 
The results indicate that on average, 25% of psychiatric public sector staff are 
located in community settings in South Africa. If alternative detinitions of 
"community" and "hospital" arc used, this tigure is reduced to 17%. There is 
wide variability between provinces. For definition I, provinces reported that 
between 11 % and 70% of stall are community-based. For definition 2, the 
provincial range was 3% to 56%. 
On a general level, the results indicate that public sector mental health stufT in 
South Africa tend to be concentrated in hospital settings. Contrary to current 
mental health policy, which emphasises the development of community-based 
services (Department of Health, 1997), stalling distribution appears to still 
labour under the legacy of hospital-based care. 
There are exceptions to this general trend. The relatively high 
community/hospital ratios for stafT in Mpumalanga (55%) and North West 
(70%) confirm qualitative reports during the provincial visits that hospital 
services arc severely underdeveloped in these provll1ces. While there is a 
genewl trend internalionally towards deinstitutionulisation, there is evidence 
that the success or this process hinges on an optimum balance between 
community services and a core or appropriate and well-funelioning hospital 
services (Rochet(xt, 1992; Mechanic, 1996; Fioritti el aI., 1(97). 'The high 
community/hospital ratios in these two provinces indicate that the balance is 
not favourable j()r a successful deinstitutjonalisation programme and that the 
priority lies with the development of appropriate hospital f~leilities. 
The large discrepancies between Dc1inition 1 and 2 in certain provinces reveal 
some of the resource distribution problems in these services. In provinces 
with relatively well-developed hospitul services sLlch as the Eastern Cape and 
K waZulu-Natal, there appears to be a tendency to retain statT in hospital 
establishments. Thus "community" staff, in terms of Definition I, are often 
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5.2.5.2 
still retained within hospital establishments. These hospital estahlishments 
tend to be urhan and central. This rellects a tendency t(Jr mental health 
services in these provinces to cater largely for tbe needs of the urhan inpatient 
population rather than the rural amhula10ry population. 
These patterns point to the need filr improved parity In the distrihution O[ 
services hetween hospital and community-hased care. While some provinces, 
particularly Mpumalanga and North West, urgently need to develop basic 
inpatient care, others such as the Western Cape, Eastern Cape and KwaZulu-
Natal need to involve their hospital-hased statT in the support and training 0 I' 
stall in the community, particularly at PHC level. PHC staff' in rural areas are 
especially in need of such support and training. 'rhis would increase the 
numher of patients who could he managed at PHC level, thus reducing the 
proportion that arc referred tiJr admission to central psychiatric institutions. 
Possible measures to assist this have been suggested in discussion of 
stafIfpopulation ratios. 
To summanse, the findings tilr this indicator reveal problems in human 
resource distrihution, with certain provinces providing inadequate hospital 
care, and others continuing to retain the 1e)cus of care in centralised hospitals. 
Generally the trend appears to remain one in which staff are located in 
hospital-hased services. This is contrary to current policy. 
Patients 
The results indicate that on average, 66% of patient contacts with mental 
health services occur through ambulatory care services in South AJi-ica. This 
means that approximately one third (34%) of reported patient contact with 
services takes the t(Hm of hospital admissions. 
This finding clearly demonstrates that the emphasis remains on hospital-based 
forms 0 r treatment in South African mental health services. Once again, this 
rllns con1rary to current policy that emphasises the development or 
commullity-hased mental health services. It also runs contrary to prima .lade 
assumptions about the nature 0 r admissions and outpatient contacts. Ilospital 
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admissions arc generally longer in duration than outpatient contacts and more 
expensive. One might thercl{)re logically assume that numbers 0 r outpatient 
contacls would generally iar outnumber hospital admissions. Current patterns 
of mental health care appear to demonstrate the opposite in many proVInces, 
and rcflcct South Afi'ica's legacy of institutionally based care, 
Apart from the outlying figures fi)f Northern Cape (93%) and KwaZulu-Natal 
(44%), the community/hospital ratios filr patient service utilisation in most 
provinces lall within a relatively limited range of 60-78%. This indicates that 
among most provinces there is a general trend of low outpatient attendance 
rates corresponding with low admission rates. This is in spite of wide 
variability between these provinces in admission ratcs and attendance rates. 
For example, ii)r these provinces, the unnual ambulatory attendance rate 
ranges from 160 per 100 000 in tbe Free State Lo 458 in the Western Cape, and 
the annual hospital admission rule Irom 70 per 100 000 in the Free Stale to 
300 in the Western Cape. 
This pattern indicates thaI fIx most provinces, low hospital service utilisation 
Frequently corresponds with low community service utilisation. I r patients are 
not delected in community services, tbey lend to be admitted less Il'equently, 
and less frequenl admissions lead lo less li'equenL community-based contacls. 
Conversely, as palients are detected in community services, tbey arc admitted 
more readily, and as they arc admitted more readily, they are referred baek to 
community and OPI) services. 
This is clearly demonstrated in the Northern Province, Mpumalanga, North 
West, Free State, and KwaZulu-NataL These provinces all report admission 
rates and ambulatory care attendance raLes which both full below the national 
rates. In these provinces there is thereline low utilisation of both hospital and 
community services, relative to other provinces. This seems to indicate a 
pattern or substantial unmct need ill these provinces. The trend towards unmct 
need fiJr psychiatric services is conlirmcd elsewhere in the South Afi:ican 
lilerature (h)slcr et aL, 1997a). in international studies (Andrews d ai., 20(0) 
and in qualitative reports during the provincial workshops. 
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The high community/hospital ratio t()l" Northern Cape reflects low admission 
rates and high ambulatory attendance rates. This is consistent with qualitative 
observations during the provincial visits of a rural province with a low 
popUlation density and a large central psychiatric institution that is diliicult to 
reach for much of the population. 
From qualitative observations of the data and personal communication fi·om 
the provincial coordinator concerned, the low community/hospital ratio f()[ 
KwaZulu-Natal reflects low response rates from regional health managers in 
providing ambulatory service data on psychiatric patient attendances. 
Apart from the community/hospital ratios, the ambulatory care attendance rate 
itself seems extremely low, relative to other estimates or utilisation rates in 
South Africa (Rjspcl et aI., 1996) and internationally (WHO, 1996b). In 
guidelines t()r PHC services, Rispcl et al (1996) estimate service utilisation 
rates (()r coverage of "chronic psychiatry" with a minimum or 0.04 and full 
coverage of 0.16. Converting the low and high attendance rates for K waZulu-
Natal and the Westem Cape to service utilisation rates, yields ligures of 0.0 12 
and 0.055 respectively. The Western Cape's high utilisation rate is 
comparable to the figure of 0.04 i(x minimum coverage of "chronic 
psychiatry", but well below the full coverage figure of 0.16. The lowest figure 
[()r KwaZulu-Natal appears to bare little relation to even the minimum 
coverage estimate. All these utilisation rates arc substantially below the 
WHO's utilisation estimates 01'0.44 (WHO, ] 996b). 
The low ambulatory care attendance rate, as noted in the Stalr/DPY ratios, can 
be attributed at least partially to low detection in community services; 
inadequate int()fmation systems felr monitoring patients who do use mental 
health services; and an overemphasis on hospital-based treatment. 
To summanse, serVIce utilisation patterns indicate a strong emphasis 011 
hospital-based care, in spite or current policy that emphasises the need to 
develop community-based mental health care. There is also evidence of 
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substantial umnel need in some provmces, and problems with inr()fmation 
gathering in the provision of ambulatory care. Patterns of community/hospital 
stall distribution and service utilisation by patients arc likely to change with 
plallned downscaling of institutions (Department or Health, 19tf7). 
rationalisation, increased detection of patients and development of inf(mnation 
systems. Community/hospital ratios, as described in this study, provide a 
uscJul indicator tiJr monitoring patterns of service development over time, 
while highlighting resource and distribution problems betwC'cn provinces. 
There is a need to continue to monitor tht~ relationship between hospital and 
community-based services during planned service changes. 
5.2.6 Bcd occupancy rates 
The national bed occupancy rate or 83% (provincial range: 63-109%) fiJr all 
psychiatric inpatient services in South Africa is comparable with international rates. 
The WI 10, in the development of its model fi)f national mental health programmes, 
assumes a bed occupancy rate of 85(}o f()r acute inpatient facilities and 95%, I<:Jr 
medium-long stay facilities (WI 10, 1996h). In the dcinstitutionalisation programme 
of an Australian mental hospital, the bed occupancy Jbr the entire hospital 01'638 beds 
was X4%, at the onset of a deinstitutionalisation programme. This increased tn 8M/o 
ancr the 5 years orthe programme (Jamt:s, 1987). 
The bed occupancy rate l()f the Western Cape (of92%) is higher thun the rate oC87% 
reported by Ensink et aI., in 1992/93 (Ensink et aI., 1997). However, it is likely that 
increases in bed occupancy have becn associated with decreases in numbers or 
available beds in the Western Cape over the past 5 years, as noted earlier (section 
5.3.1). The absenet~ of previous studies in olher provinces limits further comparisons 
of other provincial data. 
Excessively high and low bed occupancy levels retIed problems or overcrowding and 
under-utilisation of hospital resources, respectively. Excessively high hed occupancy 
le'Vels in Mpumalanga arc a source of particular concern. The bed occupancy nne 
results I()r this province (of 109%) are consistent with qualitative reports obtained 
during the provincial workshop that t here were insullicient beds, to the extent [hal the 
provision or "Iloor beds" was commonplace. 'fhis accounts for bed occupancy levels 
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that exceed 100%. High bed occupancy levels in this instance are associated with 
poor quality of care. Bcd occupancy rates of 97.5% in acute iacilities in the UK have 
been assessed as stretching services to breaking point (Powell et aI., 1995). Rates that 
exceed these by more than 10% in Mpumalanga provide an indication of the urgency 
oft he situation in this province. 
Conversely the low bed occupancy rates of 63% in the Northern Province and 65% in 
the Northern Cape point to the need for more efiective use of existing resources. A 
simplistic conclusion from this analysis may be to call lor the reduction of beds in 
thesc provinces. This may bc necessary in the case of long stay beds in certain 
filcilities, in keeping with current policy shifts towards the provision of community-
based care (Department of Health, 1997; Freeman et aI., 1997). But, in general, it 
seems more likely that these figures reflect low statli'bed ratios and poor access to 
services, as reported during the provincial visits. Low staft7bed ratios may imply that 
cven if beds am available, statr shortages limit admissions to wards. J n the case of 
geographically large, rural provinces such as the Northern Cape, it is likely that this 
problem is augmentcd by the inaccessibility of hospital facilities, particularly in areas 
of low popUlation density. There may therefore be a more urgent need to increase 
slatting levels and access to inpatient services in these provinces. 
There were two major limitations to this indicator. First, the questionnaire did not 
request separate hed occupancy rates t()f acute and medium-long stay iacilities. These 
provincial ratios may mask important variation across acute and medium-long stay 
lacilities. [n terms of the fllture development of this indicator, there is a need to 
develop more specilic bed occupancy rates fiJr diflerent levels of care,lrom district 
hospitals to specialist psychiatric institutions, with specifications according to 
different kinds of fa.cilities (acute, medium-long stay and forensic facilities). Second, 
the method of estimating numbers of available heds in integrated mental health 
settings has limitations. With increasing levels of integration in district hospitals, this 
problem is likely to persist. The development of provincial in/(xmation systems 
needs to address tills issue in the monitoring of bed occupancy indicators tor mental 
health, particularly in general district hospitals. 
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5.2.7 Admission rates 
The national annual admission rate or 150 per 100 000 (provincial range: 33-300) is 
considerably lower than that in developed countries. Annual admission ratcs (per 100 
(00) or 600 in Mannheim, Germany (Hafner, ]987), 705 in the lJSA (Goldsmith et 
aI., 1993), 420 in an Illinois State Hospital (Pomp et aI., 1988), 494 in English 
psychiatri<.~ hospitals (Cochrane ct aI., 1989), and 220 in Emilia-Romagna, Italy 
(Fiorilti et aI., ] 9(7), have he en reported. 
Low admission rates relative to developed countrics may be partially attributable to 
the high level or unmet need in mental health care in this country (confirmed by the 
lindings f(n other indicators). It may also be attributed to the historical pattern 0 I' 
custodial carc in long stay facilitics in South Africa, which implies less turnover of 
patients :.md thcrei()re Jewer admissions. As long stay bcd nwnbers are reduced and 
acute lacilitics developed, admission ratcs may increasc. The task of services will be 
to ensure that paticnts arc successllll1y managed in community settings, while 
continuing to admit those patients who are in need of inpatient care. 
As with other indicators, there is considerable variability in admission rates between 
provinces. or note is that better resourced provinces such as the Western Cape and 
(iau1cng have relatively high admission rates. As expected, those provinces with few 
psychiatric hospital facilities (such as Mpumalanga and North West) or problclTlS of 
access to hospital facilities (in the Northern Cape) have low admission rates. 
It is likely that low admission rates lor Mpumalanga, North West and Northern 
Province, together with high admission rates /{H Gauteng, provide evidence of cross-
border (low (shown in the lilldings f()r other indicators). The same may be said for 
cross-borderllow of patients [Tom Northern Cape and Eastern Cape to the Western 
Cape. The low admission rates fiJr Free State appear to reflect the strict admission 
criteria in Orar~je f Iospilal, the main tertiary hospit.al in that province, and the 
Gonccried attempt over the last 10-12 years to manage patients with severe psychiatric 
conditions in community settings (Freeman et aI., 1999a; Freeman et aI., I 999b; r ,ce 
ct aI., 1999a; l.ee et aI., I 999b ). 
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A limitation or this indicator is that admission rates are calculated fiw all inpatient 
f~lcilities regardless of the specific setting. This is in spite of the lact that patients 
with severe psychiatric conditions may be admitted to a range of settings ii'om general 
district hospitals to wards in general tertiary institutions and specialist psychiatric 
institutions. Admission rates therefc)fe provide a glohal picture of the rate at which 
patients arc admitted to psychiatric facilities. More sophisticated studies in iiLture 
might explore admissions according to types of tacilities. 
As noted in chapter 2, admission rates are complex. Diverse patterns of admission 
during deinstitutionalisation indicate that admission rates are particularly sensitive to 
the successl'ul management of patients in community settings. As Hickling warns 
(Hickling, 1991), low admission rates do not necessarily reflect eRective management 
of patients in community settings and should he interpreted with caution. They may 
indicate poor referral procedures, under-diagnosis or unmet need li)r services. 
Conversely, sharp increases in admission rates are likely to indicate that 
deinstitutionalisation is proceeding too rapidly, with inadequate development of 
community services. 
With planned shifts towards shorter admissions, more acute facilities, and improved 
detection of patients in South Ali'ica, it may be anticipated that admission rates will 
increase to reflect the greater turnover or patients in inpatient facilities. The 
monitoring of admission rates during this process is crucial to the development or 
appropriate mental health services. 
S.2.8 Length of admission (Average Length of Stay: ALOS) 
There is a national ALOS of 219 days in psychiatric hospitals (provincial range: 60-
3(50), II days in general regional hospitals (provincial range: 2-28), and 7 days in 
district hospitals (provincial range: 2-21). 
The results indicate that South Afi'ican mental health services continue to be marked 
by patterns of long-term custodial care. or note are psychiatric hospitals in Gautcng, 
the Nor1hcrn Province and the Northern Cape that report ALOS oj' over 1.5 years. 
Anecdotally, several individual questionnaires reported average lengths or stay in 
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excess of 10 years. This pattern has been confirmed in a study of quality of care in 
chronic psychiatric hospitals in South AfHca (Porteus et aI., 1998). 
These findings stand in stark contrast to the ALOS in many developed countries, post-
deinstitu6onalisation. Median length of stay in Veterans Atlairs inpatient facilities in 
the USA dropped from 26.7 in 1994 to 12 days in 1998 (Federman ct aI., 2(00). 
Medians of patients' length of stay in three psychiatric hospitals in the UK frotn 1978 
to 1985 were 26, 26 and 49 days respectively (Lawrence et aI., 1991). 
A second feature of the reported A1,OS in this study is the diversity between 
provmees. Ora111e I Jospital, the major specialist psychiatric hospital in the Free State, 
appears to maintain tight control over length of stay, with its programme of active 
community-based care. Other provinces, notably Northern Province, Gauteng and the 
Northern Cape continue to maintain long-term custodial patterns of care. As a thrther 
indication of the shortages in Mpumalanga, this province has no medium-long stay 
'~tcililies and only brief admission periods in district hospitals. Consistent with 
reports during the provincial visits and the findings fi)!' other indicators, Mpumalanga 
struggles to provide a service in inadequate facilities. 
The national median ALOS of I I and 7 days for general a11d district hospitals 
respectively. is low, though comparable with the international literature on ALOS in 
acute facilities. In an acute psychiatric unit in central London the median length of 
stay of a cohort of patients admitted to a 60-hcd lacility over 13 weeks was 15 days 
(Priest et aI., 1995). In the psychiatric ward of a public general hospital in New York, 
the average length of stay lor 700 patients (mosl1y involuntary or emergency 
admissions) was 22 days (Curtis et aL, 1992). 
The findings f()r this indicator arc limited by the fact that lengths of stay Wl~re not 
requested according 10 types of facility in lhe questionnaire. This cont1ated the ALOS 
fbr acute and medium-long stay facilities in psychiatric institutions, and results 
provide an unrealistic pattern of inpatient care. It is likely that the ALOS fbr medium-
long slay facilities in psychiatric hospitals is even higher than that reported here. 
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Current international patterns of care and local policy recommendations (Department 
of Health, 19(7) demonstrate the need to revise lengths of admission in medium-long 
stay 1:::1cilities in South AU·ica. However, during the provincial workshops, several 
provinces report the presence of a cohort of patients who have remained in custodial 
care i()f many years and are thoroughly institutionalised. It would be inhumane to 
apply a blanket policy of reducing ALOS and discharging these patients without 
careful consideration of their needs and circumstances. The diversity of ALOS across 
the provinces shows the need ic)r each province to address this particular issue 
according to their own situation and implement changes in the most humane, 
clinically sound and cost-effective manner. 
At the same time, as indicated in the literature review in chapter 2, there appears to be 
a certain small sector of the patient popUlation who will always require inpatient care, 
and should be housed either in community residential care fi.lcilities or in 
appropriately equipped long term psychiatric hospitals. Alongside this proposed 
change there is an urgent need for further research into humane and clinically sound 
criteria for discharging chronically institutionalised patients. 
5.2.9 Readmission rates 
As noted in chapter 4, readmission rates were only available from West End hospital 
in the Northern Cape. The readmission rates for West End hospital of33% per annum 
are broadly consistent with reports in the international literature. Annual readmission 
rates of 33% in Geneva, Switzerland (Vogel et aI., 1997), 35-50% in a Louisiana state 
hospital (Distefano et aI., 1(91), and 23% in Tubingen, Germany (Stevens et aI., 
20(1) have been reported. 
Readmission rates 10r West End were also consistent with previous South African 
studies, which reported that on average 36.5% of patients discharged ITom a major 
psychiatric hospital in Cape Town were readmitted within the same year. 'fhis pattern 
seems to indicate the need to reduce readmission rates through the development or 
services that maintain and support patients in the community (Gillis el aI., 1(86). 
In thl~ absence of data h'om other provinces, it is ditlicult to draw liJrther conclusions 
regarding patterns of readmission in other provinces. Nevertheless, the 1indings lor 
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Northern Cape do provide some data f()r the f(mnulation of norms (see below). There 
is a need to develop this measure as part of routine ini()rmation gathering in other 
provinces, particularly lor the purpose of assessing the progress of proposed 
deinstitutionalisation. 
S.2.10 Default rates 
Responses to the questionnaire indicated a national dehmlt rate of 11 % (provincial 
range: 6-21%). 
The results of this study indicate low default rates relative to both international and 
local findings. Studies of default in psychiatric outpatient settings report that 20-6m'-() 
(Nicholson, 1994), or in other reports 26-50% (Chen, 1991) of psychiatric patients fail 
to attend their tirst outpatient appointments in the USA. Between 20% and 57(% 
(Cohen et aI., 1995), or in other reports, 9-40% (Chen, 1991) fail to attend after the 
first visit. Between 31 % and 56% (Cohen et aI., 1995), or in other reports, 30-60% 
(Chen, 1991) fail to attend after thefimrth visil. 
A previous study o/" mental health services in the Free State appears to fall broadly 
within the parameters of international research, and shows higher levels of dcl~UlIt 
than reported in the current study (Freeman et aI., 1994). 
Possible explanations for the low default rates reported in this study focus on poor 
data quality. From qualitative observations of the data, the chief problem appeared to 
be reporting the number of patients on local registers as attenders, rather than the 
actual number 0 r patients who attended services during the month. During the 
provincial visits it emerged that registers are updated on a regular basis in most 
provincial services. It is thereJ()relikeJy that patients on registers will represent a 
more stable population who consistently make use of services, and are less likely to 
default. From qualitative observations. it appears that in some instances, actual 
attendance is not recorded. As with other findings fix this study, this highlights the 
limitations of current indicators and inl(mnation systems in mental health care in 
South Africa. 
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There is <llso less variability in deiault rate between provinces than was evident in 
other service ratios. However, poor data quality limits discussion on factors that may 
have intluenced this apparent trend. 
Aside from methodological limitations, this study demonstrates the need to plan 
services that account fIJI' defaulters. It has been argued that unless it can be 
ckmonstrated that outpatient treatment dropouts have high re-hospitalisation rates, or 
other adverse sequelae, attempts to re-engage dropout patients should be left to 
clinical judgement and 110t adopted as policy (Sparr et aI., 1993). For some patients 
with enduring SPC it is likely that defaults wi111ead to rehospitalisation, but this is not 
true lor all SPC patients, such as those deiaulting lrom {allow-up appointments alter 
crisis admissions to acute 111cilities. Therefore policy around defaults should be 
adapted to these needs. As argued by Sparr et aI., (1993), some level or dclauit 
should be catered for, without regarding it as inappropriately costly or a risk factor. 
Studies that cost re-admissions and examine factors associated with default would be 
useful to give substance to these claims and inform clinical policy on delault. 
In conclusion, the study of deHlUIt rate highlights two important issues. First, the 
complexities or attempting to monitor default rates and plan services tor the relatively 
diverse group of people with spc. Chiefly, in this instance, the tensions between 
predicted course. treatment and behaviour of patients with chronic conditions 
compared to those with aeute conditions. Second, the problems of recording dcfaulls 
fiJr mental health services within integrated general health services. These include the 
limitations of mental health inJ()flnation systems, and the problems of recording 
delImits when accurate data on patient attendance, bookings and deiaults are not 
available. There is a clear need to develop infimnation systems [or mental health 
services in South AtTica, in order to address these issues. 
5.2.11 Service indicators: conclusions 
General conclusions Jrom the results ofthe national survey of service indicators show 
that mental health services in South Africa are generally under-resourced in relation to 
most developed countries and some developing countries. 'There is marked variation 
in resource levels and service utilisation between provinces. Provinces such as 
Gautcng ,md the Western Cape appear to be better resourced than other provinces, but 
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this apparent finding masks the evidence that the better resourced urban provinces 
frequently provide services to poorer neighbouring rural provinces. 
There is also substantial evidence thai much [nental health care continues to he 
centralised in large psychiatric institutions. '['here is little evidence of the 
development of community mental health services. Be1hre psychiatric institutions 
can be downscaled, in keeping with current po licies and international trends 
(Department of Health, 1997; 'rhornicroH et aI., 1999), it is essential to develop 
adequate community-based care. Evidence l1-om the international literature shows 
thal failure to develop community-based care invariably means that patients who 
require inpatient care become homeless or contribute to the already over-hurdened 
prison population (Birmingham, ] 999; Lamb, 1998). 
There is SOllle evidence of unmet need fiJr mental health services, with low levels of 
community service utilisation corresponding with low hospital admission rates. This 
indicates the importance of planning services according to need, to address those 
areas where needs are not being met. The precise nature of the present umnet need 
requires furthcr research. 
The resu Its also indicate the need to develop ini(mTlation systems for mental health 
services in South Africa. This is important in the light or severa] identifiable areas 
where the data reported in this study appear to be inaccurate. There is a particular 
need to develop ways of monitoring mental health care in the context of integrated 
general health services, e.g., the numbcr of full-time equivalent menlal health stafr 
working in primary health care settings. This is important in the context of policy 
proposals to downscale psychiatric institutions. ln1imnation systems are an essential 
1001 for monitoring this process and ensuring that service targets are achieved. 
The results of this study demonstrate that service indicators are inextricably linked. 
For example, in provinces with higher acutc bcd/population ratios (such as Gauteng 
and the Western Cape), admission rates were higher, at least partially because the 
lacililies are available to admit patients. It is dear from the findings orthis study tbat 
whether certain indicators (1'(1r example, bed numbers) are considered to be adequate 
depends on a range of other indicators, including staJl/population ratios, stall/bed 
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ratios, bed occupancy rates, average length of stay, readmission rates, default rates 
and community/hospital ratios. 
5.3 Model 
The model developed by this study has produced a set of recommendations Jur mental 
health service utilisation rates, bed numbers and staff to care t()r people with severe 
psychiatric conditions in a local South African population of 100 000 people. To 
summarise, at 100(10 coverage, these are 87 daily patient visits (DPV); 28 acute and 10 
medium-long stay beds; and 35.2 full-time equivalent (FTE) mental health stafT 
(including 25.] nurses, 0.6 OTs, 1.9 OTAs, 2.2 social workers, 1.2 clinical 
psychologists, 1.55 psychiatrists, 1.95 registrars, 0.5 educational and information 
oJlicers, and 0.2 quality assurance oHicers). 
The utilisation rates, bed numbers and staffing figures proposed by this model are 
marginally lower than those proposed by the WHO model (WlfO, 1996b). 
Discrepancies arise {rom ditlerent age distributions; diflerent methods of calculating 
ambulatory care attendances and stafl ratios at ,mlbulatory care level; less emphasis 
on care by "specialist" staff such as psychiatrists ruld psychologists, given integrated 
health care policy in South Africa; and more emphasis on the provision or 
rehabilitation stalT (including OTAs) in South Alrican mental health services. The 
ditlCrenees highlight the way in which assumptions anect the results of any sllch 
modelling process. 
The pattern and level of existing services in South Africa, as reported by the service 
indicators, are dillcren1 to those recommended by this model. There are presently 
fewer acute beds (13 (provincial range: 6-18) per 100 000) than those recommended 
by the model. However, there arc considerably more long stay beds (35 (range: 0-83) 
per 100 (00) with gross maldistribution of resources bet ween provinces. The model 
proposes a shiLt away from an institutionaJJy based custodial pattern of carc. to 
community-based care. This implies an emphasis on the short-term trcatment or 
paticnts in inpatient settings and the concerted management of patients in the 
community. 
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'fhere are currently a total of 19.5 FTE (range: 11.3-31.5) mental health clinical staff 
in South Africa per 100 000 population. There are 15.6 nurses, 0.4 OTs, 0.5 OTAs, 
0.5 social workers, 0.3 psychologists, 0.4 psychiatrists, 0.4 registrars (residents) and 
0.4 MOs per 100 000 population. Compared to existing staffing levels, the mod\.~1 
proposes higher staffing levels, with the total of 35.2 FTE mental health staff. It also 
proposes a change in the emphasis of care towards the development of community-
based, rehabilitative staff. In doing so it highlights the inadequacies of pn;~scn1 
stafting and stresses the importance of human resource planning according to the need 
f()f care. 
This model contains certain strengths, when compared to preVIOUS models in the 
literature. Firstly, althollgh estimations of rcsource requirements on the basis of 
epidemiological data have been attempted befc.He in international settings (Andrews, 
J 991: WHO, 1996b), sllch a model has not been attempted on this basis fiJr South 
AlI·ica. This model is therc10re the first such model to estimate mental health service 
resource requirements in South Africa. 
Second Iy, some attempts have been undertaken to produce service resource estimates 
in South Atrica, specillcally t()r mental health service requirements for primary health 
care (Rispel et aI., 1996) and hospitals (Monitor Company, 1996). However, these 
models do so on the basis of existing service utilisation data, and not epidcmiological 
(need-based) data (Rispel et aI., 1996). Furthermore, the assumptions of some of 
these approaches are inappropriate for current mental health policies. For examplc, 
psychiatric hospital bed needs were grouped with needs t()r tuberculosis under 
"chronic care" (Monitor Company, 1996), a failure to apply the evidence for the most 
dfective and humane inpatient care. As indicated in chapter 2, current evidence 
shows that the most effective care is delivered through the brief management of 
patients in aeute hospital settings, and concerted community-based care and 
rehabilitation. This model has been developed on the basis of this approach. 
'fhirdly, this model carnes specitIc advantages in its Jlexibjlity, with possible 
adjustments to a range or variables, including: population size; age distribution; 
prevalence; levels of coverage; attendances at ambulatory care lacilities; ambulatory 
care utilisation rates; length of consultation; ambulatory care workloads; beds (acute 
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and medium-long stay); staff (inpatient and ambulatory care); lengths or stay; 
admission rates; and bed occupancy rates. This allows tor the adaptation of the model 
to a range of diflcrent planning situations. It also allows for the model to be 
developed fix Jhture planning, when resources or service assumptions change. 
Fourthly, the model is transparent in the sense that it makes explicit the assumptions 
upon which calculations are made. Furthermore, the rationale for adopting those 
assumptions is set out in keeping with current evidence fix the most eHective mental 
health care. Attempts to usc norms fin service planning in the past have been 
criticised I()l' not making the assumptions and methodology for calculating those 
norms explicit (Oreen,1999). 
Fifthly, the model is applicable to the planning of both community and hospital-hased 
care. Previous South Alrican models have separated these aspects (Monitor 
Company, 1996; Rispel et aI., 1996). As the review of the literature has shown, 
cOlmnunity and hospital-hased care arc inextricably linked in mental health can.: 
planning Crhornicrofl et aJ., 1999). A model that embraces hoth of these aspects 
theref(ne allows f{H a holistic approach to service planning and the calculation of thc 
mental health needs of a given population. 
Sixth, and Jinally, the model carries advantages in its specificity. Because of the 
range or variables involved in the modelling and their adaptability, it is possible to 
plan Lor specifIC needs c.g., the number of Occupational Therapy Assistants requir~d 
in a local area community mental health service. This is an important improvement 
on past attempts to develop need norms ill general health care, which have been 
criticised li)r their lack of flexibility and their inability to cater for the specific needs 
() '·local populations (Power, ] 992). 
The model developed in this study therctore provides a potentially valuable planning 
and management tool, both fiJI' calculating resource needs, and fl.)r lobbying Jl)r better 
service provision through a conceptualisation or the service needs or patients. At 
minimum the model allows f()J' a more rational approach to decision-making than ha.s 
previously occurred and makes the assumptions on which services arc planned morc 
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explicit. As noted earlier, the model is set out in spreadsheet format in Appendix E 





The proposed bed/population norms are: 19 total beds per 100 000 population 
(including 13 acute, 3 medium-long stay and 3 community residential beds) at 
baseline level; and 58 total beds per ] 00 000 population (including 28 acute, to 
medium-long stay and 20 community residential beds) at target level. 
The proposed total bed/population target norm only exceeds the current national total 
by 1 () beds per 100 000 popUlation. What is there(()rc emphasiscd by thcse norms is 
nol so much a large-scale national increasc in inpatient bed resources, as a 
redistribution of current resources, in keeping with the goals of improved equity and 
thc development of community-based care (Dcpatiment of Health, 1997). 
The proposed norms for acute, medium-long stay and community residential care 
tacilities are presented in a holistic fashion. For example, the target acute 
bed/population ratio of 28 IS conceptualised as depending on the 20 community 
residential beds, in order to provide an effective service for a local population of 100 
000 people. 11 is theret(He inappropriate to take a single figure from the proposed 
bcd/population norms (e.g., medium-long stClY beds) and use it as a mcans of 
rationalising the downscaling of services. Indeed, some of the participants in the 
provincial workshops expressed concerns that specific norms recommendations might 
be taken out of context and used to rationalise the downscaling of mental health 
services by provincial health administrations. It is therefore essential that a holistic 
perspective be maintained. 
The norms also recommend the development or community-based residential care 
lacilitics in South AtTica. However, experience in developed countries has shown that 
considerable inlraslruciure is needed to develop community-based accommodation 
(not to mention ambulatory care) for psychiatric patients (Fioritti et aI., 1997; Haug ci 
aI., ] 999). As this infrastructure is not generally ill place in South Afi'ica, it may be 
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necessary to sustain the use of hospital facilities in the short term. This could be 
accompanied by a gradual reduction of mcdium-Iong stay beds over time, until 
adeqlJate community inlrastrudure is developed f()r community residential care. 
The proposals have various implications, not least because of the ditlcrent levels and 
distribution of beds across different provinces. For example, the proposed baseline 
norm for medium-long slay beds is extremely low relative to mosl provinces' levels 
of carc. However, as stated in chapter 3, the goal of baseline norms is not to reduce 
all provinces to a lowest common denominator, but 10 encourage realistic service 
deVelopment In under-provided provinces (most notably Mpumalanga and North 
West). 
Tahle 5.1 demonstrates the recommended norms in relation to current provincial 
distribution of services. In the table, 'Provincial Group I' represents the two 
provinces with the highest numbcr of beds per popUlation (Gauteng and NorHlcrn 
Province). 'Provincial Group 2' represents the two provinces with the lowest number 
of beds per popUlation (Mpumalanga and North West). For 'Provincial (Jroup I " the 
mean divided by the proposed baselinc and larget norms is greater than I, cxeept lelf 
the proposed target nonn /'Or acute beds. This indicates that the number of acute beds 
must be increased and the number or medium-long stay beds decreased to achieve the 
proposed target norms. For 'Provincial Group 2', on the other hand, the mean divided 
by the norm is less than I, except fiJr the baseline norm fix medium-long stay beds. 
This indicates the need for development of acute beds to achieve baseline norms. It 
also indicates that, fi)f these provinces, increases in both acute and medium-long stay 
beds will be necessary to achieve the proposed target nomlS. 
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Jahle 5.1 Bed population nom].\' per 1 ()o O()O: comparing provincial c~allenges 
All Provincial Group 1 * Provincial Group 2* 
provinces 
Bed type Mean Mean +Norm Mean Mean +Norm 
-.----,-----.-.~-.--.-----.-.,-------- -~------.--.----------~,-.-- -. 
Baseline Target Baseline Target 
Acute Beds 13 22 1.69 0.79 6.5 0.50 0.23 






48 93 4.9 1.93 11 3.7 0.39 
See text 
Bed/population norms: conclusions 
o Some provinces are not meeting the baseline recommendations_ This 
reflects a problem ofincquity between diLlerent regions in South Ali-ica. 
A first task is to dcvelop these provinces to mcet baseline 
recommendations. 
I..J All provinces fall short of meeting the target recommendation !IX acute 
beds, which is considered of special importance in current South African 
mental health policy_ In many of these provinces, target levels for acute 
beds could be achieved by shifting some of the current long stay beds to 
acute care. Acute beds are unequally distributed nationally, leaving the 
provinces with the least beds still weI! below the proposed baseline norm. 
u Most provinces currently have enough long stay beds. Most beds are 
currently in institutionalised settings. The challenge over time is to move 
these beds to community-based residential settings, and shift the model of 
care toward rehabilitation and away from custodial practices. A short to 
medium term step may be lo convert hospitalised wards to 'rehabilitation 
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5.4.2 
centres'. It is essential that community-based residential care facilities 1111 
the gap of proposed reductions in long stay bed numbers. 
U Some provinces fall signitlcantly higher than the target norms for medium-
long stay beds. These provinces are characterised by the presence oflarge 
custodial institutions. Given the social and functional damage of such 
long-term care, and the current lack or data on these patients, further 
research is required to understand the minimal conmlUnity care 
requirements lor the discharge of these patients. In so saying, these results 
r(~commend a gradual and considered decrease in long stay beds in these 
provlllces, driven by the pace of development of community support 
serVIces. 
Staff/population norms 
The proposed stafllpopulation norms are: 20.7 total full-time equivalent (Fl'E) stall' 
per 100 000 population at baseline level; and 35.2 total FTE stafT per 100 000 
population at target level. A detailed breakdown of the recommendations I()r each 
profession is provided in chapter 4. 
The stalllpopulation norm proposals provide a guideline lor baseline and target 
human resource levels t()r the care of people with severe psychiatric conditions. The 
proposed norms are an attempt to redress the shortHlll in current stalling resources, 
within current at10rdability constraints. This is done firstly through baseline levels 0 f 
staJTing, which are motivated by the goal of national equity within South Africa. 
Secondly, target levels describe a possible pattern of stailing which would cover 
estimations of service need [or people with severe psychiatric conditions, based Oil the 
proposals ofthe modeL 
These are broad recommendations t(Jr staffing per 100 000 population, which need to 
be adapted to specific local service needs. The need fiJr adaptation to the realities of 
provincial services emerges dearly when comparing the llorms to existing stall' ratios. 
Table 5.2 provides an indication of existing service ratios relative to the norms 
proposals, and the varying chalJenges that are presented to the provinces. For those 
provinces where the existing ratio divided by the baseline norm is less than I 
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(MpuTllalanga, North West, Free Stale, Northern Cape, Eastern Cape and KwaZulu-
Natal), the priority is to develop stafT numbers towards the baseline norm. These 
provinces have depleted slatTing resources, relative to the national ratios. 
For those provinces where the existing ralio divided by the baseline norm is greater 
than 1 (Gauteng, Northern Province and Western Cape), the priority is to develop 
swtT numbers towards the target norm. As noted earlier, in discllssion of provincial 
service indicators, the start/population ratios fiJr the Northern Province may be 
inHated by inaccurate reporting. The realities of mental health statling may he lower 
than those rcported, and service targets may need to be adjusted accordingly. 
I'aMe 5.2 Provincial challenges: s'atl~Ec}J!.!dalion norms 
[p~~o~in_~~ ___ ~ ______ L_E~;~:g ____ .I~~:~i=~------_-'~~::~-e~~I~~~I~~~~I~[~;;~~f;J 
Uau1cng 26.2 20.7 35.2 1.3 0.7 
N. Province 31.5 20.7 35.2 1.5 0.9 
Mpumalanga ] 1.3 20.7 35.2 0.6 0.3 
North West 14.2 20.7 35.2 0.7 0.4 
Free State 13.1 20.7 35.2 0.6 0.4 
N. Cape 5.7 20.7 35.2 0.3 0.2 
E. Cape 14.7 20.7 35.2 0.7 0.4 
W. Cape 24.7 20.7 35.2 1.2 n.7 
K waZulu-N alai J 5.8 20.7 35.2 0.8 0.5 
. ----~--~--
In addition to these challenges, there is a need for somc nexibility in the way in whicb 
provincial services respond to the proposed norms. In particular, provinces need to 
adapt these recommendations according 10 their own needs and the historical 
distribution or stafr disciplines within the province. Provinces neeu to adapt the 
staf1ipopulation norms according to the specific needs of rural or urban areas. Statr 
numbers also need to be adaptcd according to CuneI ional units within existing service 
organisation structures. 
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In some cases there may be a need f()r staff substitution, a practice that h<ls received 
support in other general health settings (Saltman & Figueras, 1997). Saltman and 
Figueras (1997) have defined substitution as "the continual regrouping 0 r resources 
across and within care settings, to exploit the best and least costly solutions in the nlCe 
of changing needs and demands" (p214). For example, certain provinces, such as 
Northern Province, Northern Cape, North West, Mpumalanga and the Eastern Cape 
are considerably under-resoureed with regard to psychiatrists ~md registrars. [n the 
case of provinces that do not have academic institutions, it may be necessary (()f 
medical ollicers to make up l{)r shortfalls in registrars. Where recruitment and 
financial resources limit the acquisition of psychiatrists, registrars and medical 
oiTicers, greater service and management responsibility needs to be given to existing 
stall: particularly nursing staff It is important that standards of care are not 
compromised in this process. As mentioned in section 5.3.2, above, there is an urgent 
need [()r the development of policy and legislation that deals with the issue of 
prescription privileges, and the legal responsibility of nurses who prescribe. 
In addition, the norms emphasisc psychosocial rehabilitation, in keeping with the 
recommendations of provincial coordinators and current policy (Department of 
Ilealth, 1997). The development of psychosocial rehabilitation services would be 
lacilitated by increased recruitment and training of OTs, OTAs and community 
rehabilitation workers (or community health workers). It needs to be stressed that in 
recommending the development of rehabilitation stat}' in ambulatory care, this docs 
not assume that rehabilitation is only conducted by traditionally designated 
rehabilitation staff, such as OTs. Psychosocial rehabilitation is an integral component 
ofmcntal health care, and should be the task of all mental health stafr 
In t.erms of the distribution of stan' between community and hospital services, this 
issue is discussed in more detail in community/hospit<ll, stafT/bed and stafl7patient 
norms. 
5.4.2.1 Staff/popuhltion norms: conclusions 
The proposed stan/population norms provide broad recommendations that 
need to be adapted to the specific needs of provincia] scrvices. 'fhcse 
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proposals can be interpreted according to the needs of paI1.icular provinces as 
f()llows: 
o Provinces need to adapt statr distribution across dit1erent professions 
according to their own hislories and needs. 
o Broad recommendations of stan/population norms need to be 
interpreted in relation 10 functional units. 
u The proposals need to be adapted to the sped tics of workload and skill 
mix of stan: making use 0 f substitution, where appropriate. 
o The proposals should also be interpreted 111 relation to 
recommendations fbr statllbed and staIVpatient ratios, as well as 
distribution across community and hospital services. 
5.4.3 Staft'lbed norms 
. ['he proposed staJI/bed norm is 0.36 at baseline level and 0.56 at target level. 'fhis 
translates to approximately one s1alr member t()f every three beds at baseline level 
and one tor every two beds at target level. As noted in chapter 4, a breakdown 
according to acute and medium-long stay fa.cilities was only available J()r target 
norms. This was 0.6 and 0.43, respec!ively. 
For nurses, the proposed norms are 0.25 at baseline level and 0.45 at target level 
(acute: 0.5, medium-long: 0.3). As noted tl)r the nurse/bed ratios /()r existing services 
in South Africa (section 5.3.3), these recommendations are still low relative to the 
existing nurse/bed ratios in developed countries. For example, psychiatric hospitals in 
the UK, have reported a ]:1 nurse to bed ratio (excluding managers and tutors) fc)r 
hoth learning disability and psychiatric hospitals (Department of Health and Social 
Security (DHSS), 1988). 
The proposed stan/bed norms provide relatively conservative estimates () r inpatienl 
stalling needs, largely because 0 r- the evidence from the provincial workshops that 
provincial budgets would not be able io fund higher levels al this stage. They should 
not be taken to indicate that sta11lbed ratios should bc maintained at this level. Rather 
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they are designed to rcini()fce the policy that if stafT levcls are to be increased, this 
should occur in concert with increases in community psychiatric services. In most 
provinces, therefore, the emphasis is not on increasing staff/bed ratios, but developing 
statf in community-based servIces. There are exceptions to this rule, notably 
Mpumalanga and NOIih West, where psychiatric hospital care is completely 
inadequate, and the development of inpatient staffing in these sectors is a matter of 
urgent necessity. 
In terms of the distribution of stan: as with statT/population ratios, there should be 
sufficient tlexibility to allow provinces to prioritise particular staff categories, where 
this is appropriate, given their particular historical distribution. 
There are particular instances where these statT/bed norms need to be interpreted with 
caution: 
o The proposals in this study are for clinical stafr only. As mentioned earlier, 
several provinces have generated staft7bcd norms for total stan: including 
administrative, cleaning and maintenance staff Clearly that methodology is 
aimed at calculating the total cost of a particular fllcility. Because the f()CllS of 
this research is on the needs for clinical slan: these proposals should be 
adjusted to include provincial estimates of the need tor support stall' on stall' 
establishments, 
lJ Stalling proposals do not include staffing of community-based residential care 
f[lcilities, because of the limitations of the model. However, these could be 
included in the total staffing requirements by planning the types of stall' who 
would he required in such tacilities, and generating stafllbed ratios. This is 
clearly an area of future research. 
lJ In the case of staff who fulfil 110th an inpatient and an ambulatory care 
function, it remains important to ensure that the FTE stail number is available 
flW inpatient care. For example a psychiatrist, who spends 75% of his/her time 
on the ward and 25% in outpatient clinics, should not be regarded as one 
psychiatrist t()r inpatient purposes, but as 0.75 0 fa F'fE inpatient psychiatrist. 
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5.4.3.1 
The remammg 25(Yo would need to be covered by another psychiatrist, 
registrar or medical offIcer, depending on the particular function. 
Staff/hed norms: conclusions 
Existing staillbed ratios are clcarly weB below levels of care reported in 
international literature. The proposed norms offcr some preliminary attempts 
at highlighting this and emphasise the need to develop inpatient staffing, 
particularly in those provinces that have low levels of inpatient care. 
5.4.4 Staff/patient norms 
The proposed stafllDPV norms are 0.32 at baseline level and 0.93 at target level. For 
nurses the proposed norms are 0.2 at baseline level and 0.54 at target level. This 
translates to approximately one nurse fix every five daily patient visits at baseline 
level and one nurse for every two daily patient visits at target level. 
It. needs to be emphasised that these ratios include all statrworking in ambulatory care 
settings. The duties of these stair may include administration, supervision, 
managerial responsibilities, and planning, in addition to their clinical responsibilities. 
It is therefbre likely that, for example, on-duty statT would see more than two patients 
per day at target level. As noted in chapter 2, the precise number of patients seen per 
day in ambulatory care settings will vary, depending on the nature of the clinical 
contact, the staff profession, and the service setting (Goldman et aI., 1994; Morrison, 
1998). With current inlormation systems limited as they arc, more precise norms 
proposals are not possible at this stage in South Ali-iean mental health services. 
The community/hospital ratios i()r staff in existing services have shown that staHing 
in ambulatory care is severely under-resourced in all provinces in South Africa. 
There is an urgent need for the development 0 f community-based staff who arc 
accessible to local communities and not based in central psychiatric institutions. In 
the majority of provinces (excluding those wilh extremely low levels of hospital care) 
thc development of ambulatory care stan: based in the community, is an urgent 
priority. 
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These norms proposals are an attempt to draw attention to this shortfall and set targets 
filr the development of stalf in amhulatory care settings. As with other norms, the 
baseline norms are directed at those provinces that filH below the national mean and 
are recommended with the goal of developing national equity. Target staffJlWV 
norms are hased on an estimation of the need fix staff in amhulatory settings. relative 
to anticipated patient service utilisation and are specifically directed at those 
provinces that have staffi'DPV ratios above the national mean. 
As with stalli'population and staHi'bed ratios, the precise details of stafT development 
in specific provinces need to be ldt to the discretion ofthose provinces, based on their 
specillc hudget constraints, historical organisation, skill mix and available human 
resources. 
While the stafli'patlent norm has its uses, care needs to be taken in interpreting the 
proposals. As noted in the findings i{)1" service indicators, this is partly hecause the 
rat10 rclies on inl()rmation which present community services are not able to provide 
accurately. Both the nurnerator (stalT in ambulatory care settings) and the 
denominator (the number of daily patient visits) have been shown 10 be inaccurately 
recorded in some provinces. 
In addition, statllDJ>V ratios are complex and inf{)1"med hy a range of factors. These 
factors are likely to change with shilts in policy and treatment practices of patients 
with SPC. Some of the changes may lead to increases in reported patient visits. 
These changes include increased detection of patients, improved information systems 
and increased reJt~rral rates from primary to specialist services. Other changes may 
lead to increased reporting of stafr numbers in ambulatory settings. These include 
training of new stan: training of existing primary care statf in mental health care, and 
more accurate reporting or FTE mental health stall numbers. Thcse factors need to be 
monitored closely, alongside staff7DPV ratios, in order to develop more sophisticated 
ways of monitoring amhulatory services in the eonmlunity. 
5.4.4.1 Staff/patient norms: conclusions 





D The stafl/DPV norms are an attempt to draw attention to the 
inadequacy of current community mental health stafting, and set 
targets for future development. 
D The development of stafllDPV norms has highlighted the problem of 
infhrmation gathering In community mental health serVIces, 
particularly in the context of mental health services that arc integrated 
with general health care. 
D For this reason, it is important that other indicators 0 (' ambulatory 
services (for both staff and patients) are developed, in order to monitor 
changes. The stafllDPV ratio is clearly a first attempt at tracking the 
relationship hetween staff and patients in ambulatory services. Further 
developments arc now called f()r. Within the present set of norms, 
stafllDPV ratios need to be related to the communitylhospital ratios tCH 
stan: which provide inJclI1nation on the relative distribution of staff 
across community and hospital services. 
Community/hospital norms 
Staff 
For stan: according to one definition or "'community" and "hospital", the 
proposed baseline community/hospital norms are 25% for those provinces 
with low levels of community stalling (Gauteng, Free State, Northern Cape, 
Eastern Cape, Western Cape and KwaZulu-Natal), and 551% f(JI" those 
provinces with high levels of community staffing (Northern Province, 
Mpumalanga and North West). For this definition, the proposed targcl norm 
was 40%. This implies that as a target, 40% of mental health sta1r should be 
based in community settings in South Africa. 
There arc two major implications or Ulese community/hospital norm 
proposals. Firstly, there is a need fC)J' increased numbers of staff Illr in-patienl s 
in Mpumalanga, North West and Northern Province. This would comprise an 
aspect 0 r the development of in-patient IllciJities in these provinces. 
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5.4.5.2 
Development of these staff resources would help to improve access to 
inpatient psychiatric care for patients with severe psychiatric conditions in 
these provinces. 
Secondly, there is a need f(Jr proVInces with relatively well established 
hospital services such as the Western Cape, Eastern Cape and KwaZulll~Natal 
to involve their hospital-based stafT in the support and training of community-
based stan: particularly those at PHC level. Pile stafr in rural areas arc 
particularly in need or such ::mpport and training. This would increase the 
number of patients who could be managed at PHC level, thus reducing the 
proportion that are referred for admission to central psychiatric institutions. 
'I his would in turn decrease the demand for staffing in hospital settings. 
Patients 
The proposed communitylhospital norms tor patients are 66% at baseline level 
and 92'Yo at targt~i levcl. This implies that at target levd, 92% of palient 
contacts with mental health services should be in the f;xm or outpatient 
contacts anti only 8% in the fi.mn of hospital admissions. 
Thc currcnl situation indicates that on average 66% of patient contacts with 
mental health services in provinces take the form of outpatient contacts, The 
baseline norms are proposed to enable those provinces (particularly K waZulu-
Natal, Western Cape, Gautcng and Northern Province) that fall below the 
baseline norms, and therefore have an over-emphasis on the utilisation of 
hospital services, to develop community service utilisation by patients. The 
larget level is proposed to provide an indication of the extenl to which 
community services could be lIsed, based on estimates of the need for mental 
health services. 
The target proposals are also more consistent with prima jilcie assumptions 
about the nature of admissions and outpatient contacts, noted earlier. llospita) 
admissions an~ generally longer in duration and more expensive than 
outpatient contacts. One might thcrcf()re assume that in a well-functioning, 
community-based mental health service, outpatient contacts would lill" 
outmmlber inpatient admissions. By setting a target norm of 92% 
community/hospital ratios fin patients, these proposals encourage the 
development. of community-based care and a reduction in hospital-based care. 
This is an attempt to draw mental health services away from the legacy of 
institutionally based care. 
The proposals fl)r community/hospital norms may need to be adjusted as 
proposals arc implemented to reduce institutionally based care and develop 
cOlnmunity-based services. Additionally, the community/hospital norms 
proposals for statr and patient utilization carry implications for staft/bed and 
stafflDPV ratios. As shifts in service patterns occur, particu larly during 
proposals to develop conununity-based care and reduce hospital bed numbers, 
it is important that these norms are kept in view, and adjusted accordingly, 
where appropriate. 
5.4.6 Bed neeu paney norms 
fhe proposed baseline bed occupancy norms are 83% (tor acute and medium-long 
stay facilities). The proposed target norms arc 8Y% for acute facilities and 95% for 
l11ed ium-Iong stay facilities. 
'I 'he proposed bed occupancy l10nns are broadly consistent with the recommendations 
of the provincial coordinators (who reconuncnded baseline occupancy of between 
701% and 90%, and target occupancy ofbctwccn 801% and 100%). Thc proposals are 
also consistent with the international literature that motivates for the optimal usage or 
available beds, while maintaining workloads tor statf within acceptable limjts (Powell 
et aI., 1995). The proposed target bed occupancy norms are based directly on the 
recommendations of the WHO modcl (WHO, 1 996b). 
The proposed norms oller varying challenges t(H specific provinces, once again. For 
provinces with high bed occupancy levels, particularly Mpumalanga, thcre is an 
urgent need to develop appropriate psychiatric inpatient Jileilitics to reduce the burden 
on existing heds and provide lllorc clinically etledive, humane care. For provinces 
with low occupancy rates, particularly Northern Cape and NOlihern Province, there is 
270 
a need to make more efficient use of existing resources. These norms provide 
guidelines f(n both oflhese scenarios. 
Some proVIllCCS, such as Gauteng, Western Cape and KwaZulu-Natal appear to be 
maintaining near-optimal occupancy (although there may be variation between 
speci1ic Itlcilities). The challenge lor these provinces is to maintain these bed 
occupancy rates during planned deinstitutionalisation and the development of 
community-hased care. 
UnllJrtunately, the current data sources did not allow for more specific bed occupancy 
norms according to specilic facilities e.g., district hospitals or specialist psychiatric 
units. In terms of the future development of this norm, there is a need to develop 
more spccilic bed occupancy norms for di1ferent levels or care, from district hospitals, 
to dedicated psychiatric institutions, with speci1ications according to dil1eren1 kinds 
of Hlcilities (acute, medium-long stay and forensic services). As note in chapter 3, thc 
usc of bed occupancy rates in the context of integrated services, particularly in district 
hospitals, is complex. In particular, a method needs to be developed by provincial 
health illl(xmation systems tor monitoring psychiatric bed occupancy in district 
hospitals. 
5.4.7 Admission rate norms 
The proposed admission rate norms are! 50 (baseline) and 180 (target) annual 
admissions per 100000 population. 
As with other norms, thc implications of these proposals need to bc adapted to the 
realities of provincial services. For those provinces with admission rates below the 
baseline norm (notably Northern Province, Mpumalanga, North West, Free State, 
Northern Cape, Eastern Cape and KwaZulu-Natal), the challenge is to reduce long 
stay iileilitics and increase the detection and treatment of patients in acute inpatient 
t;lcilitics. Increased dctcction and treatment in acute titeilities implies that patients 
will be admitted more frequently lor shorter periods than under the current 
arrangements. As noted in discussion of existing admission rates, these provinces 
have admission rates well helow those in many developed countries, which appears to 
indicate that the need for inpatient services in these provincial populations is not 
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being met. It is likely that high bed occupancy rates in provinces like Mpumalanga 
further contribute to low admission rates, through the inability of services to admit 
patients. 
I f proposals are implemented to change patterns of care from long-term custodial 
institutions to community-based care with brief admissions to acute facilities, it seems 
likely that admissions in provinces with lower admission rates will rise towards the 
proposed norms. Factors which may be associated with increased admission rates in 
luture include increased detection of psychiatric problems by primary health services, 
with increased referrals to inpatient facilities; reductions in lengths 0 f stay; an 
increased number of acute beds; and a decreased number of long-stay beds. rt is 
essential that admission rates continue to be monitored in these services, in order to 
ensure that the optimal admission rates are attained, while keeping other indicators in 
vIew. 
For those provUlces with relatively well-established serVIces, namely Gauteng and 
Western Cape, there is clear evidence that patients are being admitted Li-om 
surrounding provinces (see section 5.2.1). it therefore seems likely that admission 
rates in these provinces are inl1ated relative to Ihe actual population needs within the 
province. With proposed developments in mental health services in neighbouring 
provinces, it is hoped that admission rates in these provinces will drop towards target 
levels. The development of community-based services in these provinces would 
further assist with this and reduce the burden on hospital facilities. 
5.4.8 Lcngth of admission norms (Average Lcngth of Stay: ALOS) 
At baseline level, the proposed length of admission norms in days m·e: ] 4 (acute 
psychiatric hospitals), 14 (acute psychiatric wards in general hospitals), 5 (acute 
general wards in hospitals), and 3 (acute wards in district hospitals). At target level, 
the proposed length of admission norms in days are: 19 (acute psychiatric hospitals), 
180 (medium-long stay psychiatric hospitals), 19 (acute psychiatric wards in general 
hospitals), 8 (acute general wards in hospitals), and 5 (acute wards in districl 
hospitals). 
272 
Findings fi)r existing lengths of admission in this study indicate that South Ali'iean 
mental health services continue to be marked by patterns of long-term custodial care. 
The proposed norms are an attempt to ch,mge titis pattern by emphasising the need lor 
shorter periods of admission and concerted community-based care~ in kceping with 
current policy (Department of f1ealth~ 1997). 
There is cOrL.-;iderable diversity in lengths of admi<;sion across the counlry. according 
to dit1crcnt levels and quality of inpatient care as well a<; particular admission and 
discharge policies. The proposed nOI1TIS therefore need to bc applied according 10 the 
specific realities of provincial services. For acute inpatient admissions, most 
provinces reported lengths of admission that were not dissimilar to the proposed 
norms. As with other norms, baseline norms are not intended to be used as a reason 
fhr reducing services that fall above these levels. For example, it would be contrary 
to these proposals to reduce lengths of admission in district hospitals in Mpumalanga 
because the ALOS taUs above the baseline level tor district hospitals. 
For provinces with long-stay psychiatric i~lcilities, there is a sigltificant challenge to 
reduce lengths of admission and develop community-based residentiallacilities where 
patients can be housed more appropriately. This challenge needs to be taken on by 
provincial services according to their specific circumstances. As stated in discussion 
of existing length or admission (section 5.2.8) several provinces reported the presence 
of a cohort or patients who have remained in custodial carc for many years and arc 
thoroughly institutionalised. Each province needs to take responsibility lor 
implementing these changes in the most humane, clinically sound and cost-eHectivc 
manner. There is an urgent need t{)r further research into humane and clinically 
sound criteria for discharging chronically institutionalised patients. 
5.4.9 Readmission rate norms 
At baseline kwel, the proposed readmission rate norms are 15% within 1 monlh, 35 iYtl 
within 6 months, and 40(Yo within I year. At target level, the proposed readmission 
rate norms are 10% within 1 month, 25% within 6 months, and 30% within J year. 
As noted in chapter 4, the lack of provincial data flJr readmission rates (with the 
exception of West End hospital in the Northern Cape), the absence of 
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recommendations from provincial coordinators and the lack of recommendations from 
the model, implies that this norm carries less validity than other norms. 
Nevertheless, this norm is useful in three important respects. Firstly, it is based on 
data from the international literature (Kastrup, 1987; Kates, 1987; Postrado ct aI., 
1995) and on data from previous South African research (Gillis et aI., 1986). It 
therefore does carry some validity within the available evidence for readmission rates. 
Fur example, readmission rates or between 11 % and 20% within I month have been 
reported (Fisher et aI., 1992; Swett, J 995), consistent with the proposed baseline 
norms (of 15%). Similarly, previous reports of readmission rates within 1 year of 
36.5% in a Cape Town psychiatric hospital (Gillis el ai., 1986) iaU within the baseline 
readmission rate norm (of40%). 
Secondly, the monitoring of readmission rates has been shown to be an important 
measure of ellicient and clinically dlective use of scarce mental health resources 
during de institutionalisation in several countries (Kastrup, 1987; Kates, 1987; Geller, 
1992). it is therdine an important measure for proposed deinstitutionalisation in 
South Africa. The literature provides stark warnings of the costly consequences or 
proceeding too rapidly with a programme of deinstitutionalisation, as shown in 
revolving door pattems of care (Geller, 1992). Readmission rates and guidelines t()r 
these rates are important checks in the process of deinstitutionalisation and the 
monitoring of the adequacy of both community and hospital services. The proposal of 
norms to guide this process, based on the evidence irom the literature, is a usetllI way 
of further ensuring that services are delivered cllieiently and cflcctively. 
T'hirdly, the difficulty of reporting current readmission rates in South Africa and 
deVeloping norms fi)r this study are important findings in themselves. if services arc 
to he monitored during proposed dcinstitutionalisation, there is an urgent need to 
develop mental hcalth information systems to a point where regular inlurrnation on 
rates of readmission can be monitored. This study's limited proposals for readmission 
rate norms are diagnostic () r t he level 0 r infi)J"mation available about mental health 
service delivery ill South Ali·ica. This is an area lur future research and development. 
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5.4.10 Default rate norms 
The proposed default rate norms are 11% (baseline) and 8% (target). The baseline is 
derived from the national mean deJuult rate. As noted in chapter 4, the model did not 
generate dctaull rates, and the target norm was therefore based on the 
recommendations of provincial coordinators; (he understanding that improved service 
ellicicncy should lead to a reduction in default rates and therefore that the target rate 
should be lower than the baseline rate; and acknowledgement 11-0111 the literature that 
some level of default is inevitable for patients with severe psychiatric conditions 
(Sparr et aI., 1993). 
As indicated in discussion of existing default rates, i1 seems likely that existing default 
is under-reported and that actual default rates are higher. 'fhis is particularly so when 
comparing the reported default rates with findings in both the international and South 
Afric(ill literature. it therefore seems likely that the proposed deft-mit rate norms will 
need to be adjusted as default rates arc reported with more accuracy in the future. 
The delimIt rate norms may be less valid than other nonns, because of the possible 
inaccuracy of the service indicators on which they arc based. Nevertheless, there are 
important conclusions that can be drawn from the process of developing these norms. 
Chielly, there is a need to deVelop information systems to monitor default ratc 
accurately, and optimise the eflicient and effective use of scarce mental health 
resources in South Africa. Norms tor default rate are a useful way of setting targets 
t()r this process and encouraging provincial services to both monitor default and 
improve the rate of delault. This is particularly important in instances where mental 
health services are integrated within general health care. T'here is a danger in these 
instances that the needs of patients with severe psychiatric conditions arc neglected 
because the rate at which they default from general outpatient clinics is not monitored. 
This is more likely (0 occur in situations where patients are not adequately managed 
in the cornlllunity and booking systems t<)r clinic attendances are not in place. 
CreatiVl.' solutions are needed to address these issues, if de1~lUlt rate norms arc to be 
cleve loped and implemented in mental health care in South Afi'ica. As a starting 
point, it is necessary to establish an awareness of default as an important ind icator 0 r 
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the process of mental health care in ambulatory care serVIces. I,ater developments 
may include more sophisticated inf(xmation systems, which allow tor the monitoring 
or patients with severe psychiatric conditions within general health services. As with 
some other norms, the development of the default rate norm highlights the 
inadequacies of present systems of information gathering in mental health services in 
South Africa, and the usefulness of setting targets for dd~lUlt rates to maximise 
service efficiency and etlcctiveness. 
5.4.11 Norms: conclusions 
The norms proposals presented in this study express mental health service needs in 
terms of quantifiablt~ service resource and utilisation levels. In doing so, this study 
makes explicit what is frequently hidden ill mental health service literature, namely 
the assumptions and values on which planning is based. The norms methodology is 
thereJ()re a way of making mental health service planning transparent and 
accountable. Because it is transparent, the methodology must draw on the best 
available evidence, and so combines diftcrent approaches to resource allocation. 
These include epidemiological approaches (in the model); a review of current supply 
(from the indicators of current resources); a review of current demand (ll'om the 
indicators of current service utilisation); and consultation (through the provincial 
workshops). By then identifYing specilic service levels as normative, it is able to set 
out specific targets for service development. 
in order to take account of specific local needs, national norms need to be flexible. 
This can be achieved by two means. First, by linking the system of norms to district, 
regional and provincial inf()rmation systems. Information systems should tacilitate 
the development and monitoring of indicators, which in tum inform norms. In order 
to ensure that norms are delivered in a timely manner, it is essential that accurate and 
appropriate inlonnation is gathered and reviewed on a regular basis. For example, by 
ohtaining regular information on hospital admission rates, it is possible to monitor the 
delicate balance between hospital and community services, including the support of 
peoplc with severe psychiatric conditions in the community. 
Second, setting more than a single norm level assists the planning of service targets 
according to specific local needs. Baseline levels describe a minimum level of care 
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below which servIces would bc considered unacceptable. Target levels descrihe a 
level of care that thc scrvices can aim to achieve over time, to cover the mental health 
needs of people with severe psychiatric conditions. This allows provinces to adapt the 
norms proposals according to their specitlc circumstances. 
It is essential that recommendations f()r norms be made within the boundaries or 
affcHdability. The tcnder documcnt fix the present project did not require costing of 
norms recommendations. Ilowever, the human resources implications of the norllls 
are calculatcd, as are bed numbers. It IS hoped that provincial managers and the 
national mental health directorate are able to interpret the financial implications 0 r 
these recommendations. 
It needs to be stressed that the norms proposals are linked and that individual norms 
recommcndations (for examplc f(H statli'bed ratios) cannot be interpreted in isolation. 
Thc proposed total statl' required to serve a population of 100000 is equal to the statr 
required to cover the proposed number of hospital and community-based beds, plus 
the statl' requircd to fultll ambulatory care needs at the specil1cd stalli'DPV ratio, plus 
managerial staff Thus changes in statJing ratios (such as the statilbed ratio or 
staHi'DPV ratio) as well as changes in particular bed norms (or othcr norms such as 
bed occupancy, admission rate or length of stay) need take account of the 
consequences lor other norms. 
In addition, it is essential that individual norms are not interpreted in isolation. Norms 
should be located in relation to broader issues such as quality of care, budgetary 
constraints, re1crral procedures, pathways to care, and the skill level and experience of 
stalT It is essential that each norm is understood as only a piece in the complex and 
varied pictun.: of mental health services. 
5.5 Manual 
The manual set out in Appcndix F provides a practical aid to assist local mental health 
service planners and managers to implement the norms methodology in order to plan 
puhlic sedor mental health services in South Africa. T'his approach has been adopted 
by the WIIO. in its attempts to providc tcchnical assistance to countrics in the 
planning and delivery or mental health scrvices (WI 10, 2001 b). 
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5.6 Summary: contributions of this study 
The findings of this study provide several contributions to the knowledge of mental 
health services in SOllth Atriea. 
5.6.1 New data 
Firstly, data is provided which has not previously been available. This includes data 
on current national and provincial mental health service resources (induding 
bed/population ratios, statl/population ratios. Shlmhed ratios and community/hospital 
ratios f()r staff distribution) as well as data on national and provincial mental health 
service processes (including community/hospital ratios for service utilisation, bed 
occupancy, admission rates, length of admission, readmission rates and default rates). 
The only national data which has been previously available (Lee et aI., 1997) did not 
include these process indicators, and included services for people with learning 
disabilities in its reports of mental health service resourees. 'This limits the specific 
planning that is required for people with severe psychiatric conditions. In addition to 
the national data, only limited provincial service data has been availahle until now. 
Apart irom the study by Lee and Zwi (1997), previous studies have reported data 
from specilic provinces, namely Western Cape (Ensink et aI., 1997) and Free State 
(Freeman et aI., 1999a; Freeman ct aI., 1999h; Lee et a1., 1999a; Lee et aI., 1999h). 
Dillcrent methodologies were used t()r each province and data was gathered at 
different times, making interprovincial comparisons diltieult. 
Until now this data has not he en availahle flU several reasons. (I) Under apartheid, 
national data ior mental health services tor the entire population was not reported. 
Services were fragmented according to racial categories and fllrther sub-divided into 
t()rmer homelands and so-called independent states, preventing a comprehensive 
overview 0 r services. (2) Inlonnation sys1ems had not hecn developed to report this 
data on a routine basis within services. (3) Apart irom routine service information 
systems. no previous research had heen conducted to report this da1a during the 
apartheid era. (4) In the post -apart heid era, the new provincial bo undaries estahlished 
undcr the ANt' governmcnt also meant that. data had not been reported systematically 
according to this new dclineat ion. Dming this study it was necessary to visit 
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provincial services in order to establish collateral data, con/inn the accuracy of tlw 
data reported in the posted questionnaires, and collect qualitative data on current 
service conditions. 
The data reported in this study is thcrcf{)re important, both because it is new data and 
because it is presented on a scale, with a consistency of methodology which has not 
been previously undertaken. T'his data {acilitates national and provincial level 
planning in a manner Ihat was not previously possible. This is particularly important 
given the historical location or this study. The data provides an opportunity to take 
stock of current rnental health services in the al1ermath of apartheid and plan for more 
equitable and clinically appropriate care in the future. 
5.6.2 A model t'()r estimating mental health servic(~ needs in South Africa 
Secondly, this study has developed a model for estimating mental health service needs 
in South Arric:,!. This model has adapted previous international research (Andrews, 
1991; WHO, 1996b) according to specilic demographic characteristics and service 
conditions in South Africa. Previous attempts to undertake Lhis task in South Africa 
have been limited in terms of scope (Rispcl t~l aL 1996) or perceptions or mental 
heal! h needs (Monitor Company, 1996). 'I'he key features of the new model include: 
(1) its llexihility, with possihle adjustments to a range of varia hies; 
(2) its transparency, with clear statements of the assumptions on which the 
model is based and the rationale tbr using those assumptions, in keeping with 
current evidence; 
(3) its applicability to the planning or both community and hospital-based care; 
and 
(4) its specificity, e.g., its ability to be used fi1l' the planning or specific statl' 
disciplines in specific settings. 
Mental health service norms 
Thirdly, this study has provided both a set or norms proposals, and a method f()l' 
developing norms /()r mental health services. These norms incorporate several 1~lcets 
of planning, taking into account existing service resources, existing service demand, 
the opinions of key stakeholders and estimations of the need fbI' mental health 
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serviccs (from the model). This is ftnmded on the understanding that service planning 
should proceed rationally, and nceds to take into account the interests and needs of a 
range or stakeholders. For this reason, the consultation process lor the (k;vclopl11cnt 
or norms was extensive. 
The norms also addr(~ss the difficult question of needing to establish guidelines that 
are flexible and can address the diversity of resource levels in current provincial 
service provision in South AlTica. This was addressed by developing two sets of 
1I0rms, each calculated according to different methodologies: baseline norms (based 
on the existing national service indicators, with the goal of establishing national 
equity); and target norms (based on the estimation of service need fi'om the model, 
with the goal or meeting mental health needs). This provided an opportunity 10 set 
largets and plan according to the speci/lc realities of provincial services, by grounding 
norms in current service indicators, and there/tHe providing financially realistic 
service targcts. This is the first time that a rational, transparent approach has been 
used to plan mental health services in South Atrica. This rational, transparent 
approach has also seldom been attempted internationally, although international 
research has encouraged it (WHO, 199('b; WIIO, 2001 b). 
5.6.4 Planning tools 
Fourthly, this research has generated data that is practically useful lor mental health 
service planners at national, provincial and district level. This has heen done by 
developing a manual t()r menial health service planning, whk:h uscs the norms 
methodology developed by the study. Most doctoral work docs not attempt this, and 
!TIlich research cannot be used fiJr direci service planning or health improvement. 
This research has been undertaken with the belief that implementation or research 
Jindings is a key contribution of research undertakings. 
5.6.5 A comprehensive and consistent methodology 
Fillhly and tinally, this research makes a ullIquc contribution by its 
comprehensiveness and the consistency 0(' its methodology_ Starling with data 
collection tt'om existing services, a model was then developed to estimate the mental 
hcalth service needs of a South Alr-ican population. Using thc existing service data, 
the modd and a process or consultation, a set 0(' mental health service norms was thell 
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proposed. These norms were then developed to provide specific guidelines I(lr 
provincial and district level planning (Figure 5.1). This study has therefiHc reported 
previously unreported data, developed a set of proposals f()r lcvels of service 
pro vision, and developed a method li)r planning lor services based on principles of 
rationality, transparency, equity and consultation with relevant stakeholders. This is 
the first time that a comprehensive approach has been developed f(lr planning 
services, using a consistent methodology and set of service assumptions throughout. 
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imp lementat io n 
This study has several limitations, which need to be acknowledged. [n the 1()Uowing 
section the limitations of the service indicators, model, norms and manual arc 
outlined. 
Bet()relhese are discussed, several general limitations of the study need to be noted. 
Firstly, the systematic literature search flJr this study was confined to a review of 
publications in peer review journals. Although unpublished work such as con/crencc 
proceedings and unpublished reports were referred to, a systematic search was not 
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conducted lor these some-es. The literature reVIew IS therefore limited by this 
methodology. 
Secondly, fc)r reasons stated in chapter 3, this study did not include a range of mental 
health problems, including learning disabilities, substance misuse, less severe 
psychiatric conditions, and services specifically f()r children, adolescents and the 
elderly. The study is therefore limited by the narrowness of this focus. 
Thirdly, the private sector was excluded l1-<n11 this study for the reasons stated in 
chapter 3. Although it was argued that the vast majority of the service needs of 
people with severe psychiatric conditions are provided within the public sector, the 
private sector does provide some level of care. The extent of this cover was nol 
explored, a tbrther general limitation of this study. 
5.7.1 
5.7.11.1 
Limitations: Service indicators 
Absence of outcome indicators 
The service indicators reported in this study are limited by their f()cus on input 
and process indicators, to the exclusion of outcome indicators (measures of the 
changes in functioning, morbidity and mortality among those to whom the 
service is delivered (Thornicrotl et aI., 1999)). Although the reasons Jor 
adopting this approach have been outlined in chapter 2, this does not imply 
that outcomes can be overlooked. Indeed improved outcomes can be 
understood to be the purpose of a mental health service. The planning of 
appropriate resources and levels of service utilisation thereJ(He needs to be 
informed by the eflect of services on patient outcomes. The absence of 
outcome data in this study is therc1()re a major limitation. 
5.7.11.2 Limitations of the questionnaire 
Limitations of the questionnaire have been discussed in relation to the 
particular indicators where there were shortcomings. Additionally there arc 
other possible general limitations. Firstly, although an attemp1 was made to 
define all the terms used in the questionnaire, for some provincial coordinators 
it appeared to be diHicult to complete ail items in the questionnaire. It was 
clear lhat some of the questionnaire items requested inlormation that was not 
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regularly gathered, and theret()fe was beyond the reach or some provinces. 
This was exemplified in the request for readmission rates and dct~lUlt rates. 
When the questionnaire was designed, greater familjarity with existing 
inf(lrmation systems, or the lack of them, may have led to more realistic 
requests. Secondly, the questionnaire was lengthy and this may have been an 
obstacle to its completion, or at least delayed completion in certain instances. 
5.7.11.3 Data quality 
Another methodological limitation of the study is the quality of the data. 
Despite eJ1()rts to explain the terms used in the questionnaire, maintain contact 
with provincial coordinators during the data gathering proccss and visit the 
provinces, there were still several inaccuracies in the data that were reported. 
As mentioned, this should not be interpreted as an indictment ofthe provincial 
coordinators, but more a reHection of the limitations of current inl()rmation 
systems. Much of the data is not routinely gathered at provincial level within 
public sector mental health services. In addition to the difficulty of accessing 
the in/()ffnation, there was therefiJre a lack of unihJrmity between provinces in 
the way in which data was reported. For example, in the case of statling 
figures, it was not always possible lor managers to report the numbers of Full-
Time Equivalent (FTE) general health workers rendering a psychiatric service 
within an integrated context. There may also have been data missing lrom 
particular health districts. This was particularly true l()r inf()rmation regarding 
outpatient attendances and defaults, as well as information about average 
length 0 r stay in general hospitals. These limitations draw attention to the 
dilfIculties of gathering information specific to mental health within integrated 
general health services. 
5.7.11.4 Inter-provincial com parisons versus intra-provincial data 
Much of the uiscussion of the findings for this stuuy has focused on 
compansons between provinces. This discussion may have masked the 
realities that there may be considerable inequities and resource distribution 
problems within provinces. For example, an earlier sludy of mental health 
services in the Western Cape has noted that access to services may be as 
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limited in rural areas of the Western Cape as in rural areas of surrounding 
provinces (Ensink et aI., 19(7). 
5.7.2 Limitations: Model 
Caution should he exercised in interpreting the recommendations or the modeL First, 
the calculation of service needs is not an exact science, and the conclusions it reaches 
are highly dependent on the assumptions upon which the model is based. These 
assumptions need to be clearly stated and justified. Where appropriate, alternative 
scenarios could be explored. Second, in addition to the available resources, the nature 
of the service is highly dependent on the quality of service delivery. To this end, a 
dear set of service standards should accompany the recommendations of any 
modelling proccss. Third, the credibility and possible implementation of these 
recommendations must be infixmed by consultation with service providers, service 
users, professional bodies and provincial service management. 
[n addition to considerations regarding the application of this model, there arc also 
several limitatiolls implicit within its methodology. Firstly, epidemiological data was 
used from the National Comorbidity Survey in the USA (Kessler et aI., 1 994b). 
Although the rationale i()f using this data has been explained in chapter 3, it is clear 
that South African epidemiological data would be preferable, in order to estimate the 
needs of a South Afi-ican population. When such data does become available, it needs 
to he substituted for the American data used for this study. 
Secondly, there is clear evidence ii'om the literature that needs for mental health 
services are aflccted by the location or the population in urban or rural settings 
(Canino et aI., 1987; Jenkins, 200 l), the level of social deprivation (Harvey et al., 
1996; Glover et aI., 1999; Koegel e1 a/., 1999; Kovess et aI., 1999) and the extent of 
existing services (McCrone et aI., 2001). Unf()rtunately none of these variables were 
included in the current model. This was because this model attempted to deVelop a 
national estimate, which, by definition, could not account it)r local variability 
according [0 rural-urban setting, social dcrrivation or existing services (which varied 
substantially between provinces). A 1110re specific and sophisticated model needs to 
be developed in future, which includes spccilic local data to allow [()f planning 
according to speciJic local variables. 
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Thirdly, this model focuses on the needs of a specific patient population, i.e., those 
with severe psychiatric conditions. In order to apply to a wider patient population, the 
definition of the target popUlation could be expanded. Alternatively, the model could 
be adapted to R)cus on other specific patient populations, e.g., numbers who might 
attend primary health care services t(H common mental disorders, or children and 
adolescents. When calculating the service needs of less severe conditions, such as 
common mental disorders, incidence may be a more accurate measure of need than 
prevalence. 
Fourthly, as noted in the literature reVIew, prevalence data can provide an over-
estimation of service need and has been poorly correlated with service utilisation or 
demand (Regier et aI., 1984; Andrews, 2(00). It is therefore imp011ant to note that the 
resource levels generated by this model may well provide an over-estimate of service 
need and may be poorly correlated with resources required f()r current service 
utilisation or demand. Tlus is confirmed by the findings of the service indicators in 
this study, which report service utilisation and resources well below the estimates or 
utilisation and resources generated by the modeL In the applicatiolI ofthe conclusions 
of this model to specific norms and targets, several considerations thercJ()re need to 
remain in view. These include (1) the need to consult with all relevant stakeho lders 
(including service providers, service lIsers, managers and policy makers) in the 
identitication of appropriate priorities f(1r service development; and (2) the adjustment 
of the service targets generated by the model according to the financial realities 0 r the 
particular local or provincial service. 
5.7.3 Limitations: Norms 
The discussion or each individual norm has shown the difliculties inherent in norms 
development, and some potential problems in their implementation. As noted in 
chapter 2, some writers have argued that nationally deveJoped norms are not 
appropriate ihr health care in South Africa. It has been suggested that: 
u centrally developed need norms do not take into account the specilic needs of 
local health care (Power, 1992); 
21<5 
o norms cannot be delivered in a timely manner (Power, 1992); 
u norms run the danger of being idealistic and recommending levels of care 
which are beyond the linancial resources of the present health eare system 
(Monitor Company, 1996); ,md 
u norms do not in themselves guarantee acceptable levels of care because of the 
complexity of mental health services - fix examplc an acceptable 
bed/population ratio provides no guarantee that inpatient care is adequate. 
These argumcnts have been countered in the discussion of norms as an approach to 
mental health service planning (Chapter 2). The norms approach has been adopted 
in this thesis because of the specific historical and political circumstances of planning 
mental health services in South Africa. Nevertheless, the warnings of Power (1992) 
and the Hospital Stratl~gy Project (Monitor Company, 1996) introduce a healthy 
hesitancy in blithely applying norms to service planning in future. The methodology 
that has been developed in this research is intended to be llexible, and as such, should 
be adapted to the changing circumstances ofmcntal health care, The particular norms 
(for example flH' staHing or beds) are not intended to be applied in a blanket fashion, 
or taken out of context, without consideration for other service indicators, in particular 
the quality of care and service outcomes. 
Ln addition to these concerns, the following specitic areas reflect the limitations of this 
study_ 
5.7.3.1 Methodology for calculating norms 
In the multi-modal approach to setting norms in this study, it is impossible to 
provide the weighting of each contribution to the norm. In several instances, 
opinions int<)f[ned such weightings, and these opinions eould not always be 
quantified, For these reasons, the recommendations lor nomlS in this study 
should he regarded as preliminary. They require consideration and 





Tbis study involved a great deal of consultation with key stakeholders, given 
the short amount of time that was available fi:)f the project. However, if 
additional time had been available, tbe scope of the consultation process could 
have been extended. Professional organisations, for example, could have 
made more substantial contributions to the process of developing 
recommendations tor norm':!, International colleagues could have been morc 
centrally involved. There could have been wider consultation with service 
users regarding their utilisation of services, and their experience 0 f the process 
of menta 1 health care. Finally, there was not su mcient time to obtain feedback 
on the recommended norms by provincial managers, scrvice providers, experts 
and professional bodies. 
Input and process norms 
As with the service indicators, the emphasis of the present set 0 f norms is 
largely on input and process norms, and the study is therel()fc limited in this 
sense. Future studies or norms would do well to explore outcome measures. 
Several authors have stressed the importance of outcome measures (.Jenkins, 
J 990; Parry, 1994; Tansella et aI., 2001). Although there is no precedent in 
the literature I()r setting "outcome norms", target outcomes have been used l()r 
service development. In the UK, f()r example, the Department of lIealth 
(Department of Health, 19(3) has proposed national outcomes targets in these 
terms, stich as target suicide rates. South African mental health services 
would be greatly assisted by the development of realistic target outcomes in 
Jllture. 
In addition, the emphasis on input and process norms has not taken account of 
the substantial evidence in the literature that in spite of relatively inadequate 
mental health service resources, developing countries consistently show better 
outcomes lor patients with schizophrenia than developed countries (Warner, 
19(4). This is clearly an area Gx further research in South Africa, where 
attempts could be made to identify those filctors that arc associated with 






Financial planning has not been explicitly addressed in this study. Several 
South African studies have used affordability as a key component of the 
rationale lor health service guidelines (Monitor Company, 1996; Rispel et al., 
1(96). The issue of the cost of mental health services remains central to 
mental health service planning in other settings (Knapp et al., 1994; Shah & 
Jenkins, 2000; McCrone & Weich, 200 I). Financial indicators (e.g., cost per 
patient day) have not been used in this study. Such indicators are or 
considerable use when budgetary constraints continue to inform mental health 
planning Future research projects in this area need to fill this gap. 
Cultural issues 
No specific attempt has been made in this research to address the complex 
issues of culture and mental health service planning in South Africa. This is 
because this issue was not required by the terms of the tender for this study 
and it was considered beyond the scope of this thesis. It is clear that there is 
potential t{)r further exploration of these issues (Swartz, 1985; Lund ct at, 
1998; Swartz, 1998) Of note are cultural factors that mediate the perceived 
need for mental health services as developed in the model. It has been shown 
that cultural factors do impact on service utilisation (Vega et aI., 1999). 
Further research is needed to identify these factors, and the impact they might 
have on the ways in which mental health care (which has largely developed 
within a western cultural milieu) is perceived and utilised in a South African 
context. 
Context of norms 
There is a danger with norms recommendations that the numbers that are 
generated can be interpreted out of context and used in ways that are 
destructive to mental health services Attempts have been made to stress the 
essential interdependence of each individual norm on the other norms. Also, 
the implications of a norm depend on standards of care and the reality of 
existing services and patients' needs It cannot be sufficiently emphasised that 
the norms have very limited utility in the absence of a thorough understanding 
of the context in which they are developed. This includes qualitative data, 
such as local service history., provincial health policies, outcome measures, the 
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opinions and morale of staff and the perceptions of mental health services in 
local communities. 
lmplications for reduction in services 
Although this study makes recommendations for national norms, such norms 
represent a minimum level of service delivery (at baseline or target level). 
Certain provinces may exceed such levels, which does not imply that there is 
overprovision of services. Indeed, the results of this study have shown that 
mental health services in South Africa are as a rule grossly under-resourced. 
Thus, existing ratios above the recommended nomlS do not imply that services 
should be cut If they were used as such, this would run contrary to the 
intention of this project, whose goal is the development of mental health 
services (within the constraints of fiscal realities). 
5.7.4 Limitations: Manual 
Many of the limitations of other aspects of this study are contained implicitly within 
the norms manual. In addition, the manual is limited by its need to provide speci fic, 
and at times over-simplified recommendations of the complexities of mental health 
service planning. This limitation implies that instruments such as planning manuals 
should be critically reviewed on a regular basis, in order to maintain their grounding 
in evidence-based practice and planning. 
5.8 Areas for further research and service development 
The limitations of this study lead logically to a discussion of areas for further research 
and service development. Areas of further work will be discussed in relation to 
service indicators, the model, norms and the manual. 
5.2.1 
5.8.1.1 
Areas for further research and service development: Service 
indicators 
Outcome indicators 
The development of outcome indicators is an important area of1uture research 
in South African mental health services. Examples of outcome indicators that 
could be included in future research efforts include: patient satisfaction 
(Williams, 1994; Balogh, Simpson, & Bond, 1995; Bjorkman, :Hansson, 
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Svensson, & Berglund, 1995)~ suicide and unemployment rates; symptom 
reduction following service contact; extent of dependence in accommodation 
and vocational programmes (Rapp, Gowdy, Sullivan, & Wintersteen, 1988); 
quality of life (WIIOQOL Group, 1998), and social and functional 
independence (Smith, Manderscheid, Flynn, & Steinwachs, 1997). 
Research in this area could fall broadly under two categories. Firstly, "direct" 
studies could be conducted of patient outcomes. Secondly, "indirect" studies 
could be conducted of information systems within current public sector 
services, and the ways in which outcome data are or could be regularly 
gathered, as an integrated aspect of health service delivery. 
lntra-provincial data 
As this was a national study, much of the discussion has focused on 
comparisons of mental health services between provinces. As noted, the 
limitation of this study has been that this may have obscured important data 
within provinces. This is clearly an area of further research. Areas which 
might merit exploration include a comparison of district levels of mental 
health service resources and utilisation, the accessibility of services within 
provinces, and the development of other indicators, particularly outcome 
indicators for provincial and district services. 
5.2.2 Areas for further research and service development: Model 
An important area of further research for modelling of mental health service resources 
in South Africa is the costing of those resources. The WHO is in the process of 
developing guidelines for this task, through a document that combines mental health 
service planning and budgeting (WHO, 200 J b). Models that cost different 
programmes of mental health service provision have been developed. For example, 
McCrone ct aL (1999) have developed a model using a 4-step approach: (1) 
identification of mentally ill sub-populations, (2) attachment of service utilisation 
profiles to each user group, (3) costing of service utilisation profiles, and (4) costing 
dit1ercnt models of mental health service provision (McCrone, Chisholm, & Bould, 
1999). 
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A second area of further research for modelling is the calculation of community-based 
residential care resources, which were not included in this model. 
More broadly, there is a need for accurate epidemiological data in South Africa, to 
provide measures of the need for mental health services in this country. A national 
study of mental needs and disorders is reported to be under way and results are 
pending CrllOm, 2000) 
In addition to the need for epidemiological data, there is potential fi.x methodological 
development of the model. Specifically, the literature has demonstrated the 
limitations of using prevalence data as a proxy for need, particularly when demand for 
services is poorly correlated with need estimations (Kelly et aI., 1995; Andrews, 
2(00). Further research could therefore be conducted into ways of adapting need 
estimates to more accurate patterns of service utilisation Alternative methods could 
be explored for measuring need, apart fi-om epidemiological prevalence or incidence. 
Methods could also be developed for identifying service targets on the basis of a 
variety of data sources, including current supply, demand and need estimates. 
5.2.3 
5.8.3.1 
Areas for further research and service development: Norms 
Implementation and evaluation of norms 
The most immediate logical step from the conclusion of this study is the 
implementation of the norms proposals and evaluation of that implementation. 
Areas for further research could embrace two related aspects here. Firstly, 
provinces could be assessed in terms of their attainment of the service goals 
provided by the norms. This might include exploration of the reasons for 
either achieving or failing to achieve service targets In particular, good 
practice examples could be highlighted to draw attention to service 
achievements. These could provide potential solutions and incenti ves to 
services in other provinces. 
Secondly, the process of adopting the norms could be evaluated. This might 
inelude the way in which norms were perceived by provincial service planners 
and clinicians, their validity, areas of misunderstanding, limitations of the 
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norms and the extent to which provincial services were able to adapt and apply 
the norms proposals and methodology to their specific service needs. 
Throughout the implementation and evaluation it would be useful to retain the 
same spreadsheets and service calculations, to allow for comparison with 
service levels at earlier times. 
This implementation and evaluation may be affected by subsequent changes in 
service organisation and information gathering. For example, the integration 
of mental health services into general health care at primary level may make it 
difficult to isolate indicators specific to mental health, such as numbers of full-
time equivalent mental health staR: and numbers of patients with severe 
psychiatric conditions who attend outpatient services. The development of 
methods for monitoring and planning for mental health services within an 
integrated general health service is therefore an important area for nlture 
research. 
[ncorporation of financial planning 
During the implementation of norms it would be extremely valuable to 
incorporate aspects of financial planning. This might include custing of the 
current norms proposals, and adjustment of service targets according to budget 
realities. Future development of norms could then include financial planning 
as an implicit aspect of the modelling and resource calculations. For example, 
specific proposals for bed/population and staff/population norms could be 
costed. The conclusions of the model for the mental health needs of a local 
population could also be costed. 
More broadly, financial planning could be developed as an integrated part of 
future mental health service planning. FUliher assistance and training for 
provincial coordinators, to allow them to manage and negotiate servIce 





Another area of potentiaJly valuable research would be the organisation of 
mental health services in provinces. This might include the positioning of 
mental health coordinators within provincial organograms and the limitations 
this places on service development. Several provincial coordinators 
commented that they might have responsibility for primary care services, but 
have no authority over the planning of hospital services within the province. 
Clearly this scenario hampers the holistic planning of mental health care. An 
exploration of the history and political organisation of mental health services 
is therefore an impOitant area of research, which may allow more effective and 
efTicient planning. 
As part of the organisation of services, managerial aspects of service planning 
and delivery are an important area of future service development and research. 
This could include study of existing managerial practices, recommendations 
for improved managerial practices and training of managers. 
Wider aspects of service organisation at a clinical level are further areas of 
potential research. This might include pathways to care, referrals between 
primary, secondary and tertiary services, clinical policy regarding admission 
and discharge, and liaison with other sector services such as social serVIces, 
criminal justice, religious organisations and traditional healers_ 
Information systems 
'The limitations of current information systems in South African mental health 
services have been amply demonstrated in this study_ \t has also been stressed 
that the successful implementation of the proposed norms depends, to a large 
extent, on accurate and appropriate information systems. The development of 
mental health information systems is therefore an important area of service 
development and research. Research could explore recommendations for the 
most appropriate indicators, which can be realistically gathered on a regular 
basis. The standardisation of these across provincial services would greatly 






Quality of care 
The norm';; in this study were developed alongside a set of service standards, 
which set out the first national South African guidelines for the quality 0[' care 
(Flisher et aI., 1998). This study was conceptualised as being inextricably 
linkcd with the assessment and improvement of the quality of mental health 
care. The further development of quality improvement measures and the 
implementation of those measures are theref()re important areas fi)r further 
research and service development. 
Inclusion of groups excluded from th is study 
Future norms development could include planning ti.)r the service needs of 
groups excluded by the current study. This includes people with less severe 
psychiatric conditions (otherwise known as "common mental disorders"), 
learning disabilities, substance mIsuse, and services JI)r children and 
adolescents and the elderly. 
Planning for prevention and mentul health promotion 
There is also potential to plan for services iix prevention and mental health 
promotion. This area is an essential aspect of mental health service provision 
and has been repeatedly emphasised as an area tix development, both in South 
AfTican policy (Departmcnt of Health, 1997) and in international research 
(ThornicroH et aI., 1999; WHO, 2001c). The resource implications. likely 
utilisation and costs or these services could he planned using a similar 
methodology of reviewing existing activities and resources, conslliting with 
key stakeholders, modelling scellarios according to need estimatiOlls, and 
developing norms or guidelincs J()r service targets. 
Private sector provision 
It was made clear in this study (chapter 3) that the mqjority or the servIce 
needs of people with severe psychiatric conditions arc provided with ill public 
sector services. However, private sector provision is an important aspect of 
mental health care in South Africa, particularly for less severe disorders. 
Some research il1to this area bas he en conducted in the Western Cape (Ensink 
ct aI., 1997). T'here is dearly room i()r more extcnsive national research into 
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private sector provIsIon, and the possible areas of partnership that could be 
limned with public sector services. This is particularly important in the area 
or human resources and training, where the private sector can appear llIore 
attractive to clinicians because of greater financial rewards and perceived 
flexibility (GTeen, 1999). 
International developments 
Review of the literature has indicated that the development or norms f()r 
mental health service planning has not been attempted in other developing 
countries. This has heen conlinned in the development or the WIIO mental 
health service guidance package Jc)r policy and service delivery (WI 10, 
200 I h). There is theref<Jre potential t{)r further research into the development 
or norms for mental health service planning, according to the specific needs 
and circumstances of other countries. 
5.8.3.1 () Outcome norms 
5.8.4 
The development of norms should ultimately he l{)cussed on dlcctive 
outCOlllGS lor patients (Jenkins, 1990; 'l'ansella et aI., 2(01). Although the 
present st udy limits itself to input and process norms, fi.Jture studies need to 
take on the matter 0 r recommending acceptable outcome targets for mental 
health services in South Africa. These might include targets li)r successrul 
treatment, targets lor improvements in quality of lilc, reductions in suicide 
rales and reductions in disability. 
Areas for further research and servke development: Manual 
There are several areas of potential research and development J{)r the norms manual. 
Firstly, local planners and managers could be consulted regarding the usefulness 01' 
the norms manual. as well as areas lur flIrt her development. Secondly, the 
development of financial planning and budgc1ing, outlined above, could be included 
in future editions or the norms manual. This would further enahle the integration 01' 
financial planning into planning and implementation of the service targets. Thirdly, 
the norms manual could be adapted to new data on service indil:ators and needs fiJI' 
mental health care in local communities. Subsequent developments or service 
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indicators, modelling and norms could then he implemented through practical user-
fi'iendly pltmning tools such as a manual for service planning. 
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Appendix A. Questionnaire 
NORMS FOR THE MENTAL HEALTH CARE OF PATIENTS 
WITH SEVERE PSYCHIATRIC CONDITIONS (SPC) 
PROVINCIAL SERVICES QUESTIONNAIRE 
PROVINCE: _____________ _ 
Please complete all aspects of this questionnaire and return it by fax 
by 31 March 1998 to: 
UCT Department of Psychiatry 
(Attention: Crick Lund) 
Fax: (021) 448-8158 
INSTRUCTIONS FOR COMPLETION 
• Please read through before completing. 
• Attach and use additional sheets where necessary. 
• Please retain a copy of the completed questionnaire for later 
discussion purposes during our provincial visits. 
• On the basis of the data you provide, we will calculate ratios (such as 
bed/population and staff/population ratios). During our visit to your 
province, we will ask you for your recommendations of norms for each 
of these ratios. In the interim, please examine the figures you have 
reported with a view to making your recommendations. 
• Do not hesitate to contact us if you have any questions. We 
appreciate your assistance and would like to help in any way we can. 
il (021) 406-6565. E-mail: clund@ray.uct.acoza 
A. SOURCES 
1. Person providing 
Co ] information: 
2. Position: [0- I 
3. Date: 
Al 
B. TERMS AND POINTS OF CLARIFICATION 
1. T~lis study is only concerned wit~1 state funded or state subsidised 
services. This includes Life Care facilities. 
2. Types of inpatient facility are defined according to length of admission 
as follows: 
• Acute and Emergency facilities: Admission length: 0-3 months 
• Long stay facilities: Admission length: longer than 3 months 
3. In order to define beds accurately, it is necessary to distinguish 
between "official bed capacity", "current beds", and "occupied beds". 
• "Official bed capacity" refers to the total capacity of a hospital if 
adequate funding was available. 
• Because of budget cuts many hospitals only have a certain 
percentage of this total capacity available for inpatient care -
what might be termed "current" or "available" beds. 
• "Occupied beds" refer to the number of beds which are actually 
filled by patients. 
This study is primarily concerned with "current" or "available" beds, not 
"official bed capacity". The reporting of "official bed capacity" would 
give an inflated picture of the actual number of available beds. 
4. Ambulatory care services are defined to include: 
• Primary Health Care (PHC) settings, including clinics and 
Community Health Centres (CHCs) or day hospitals 
• Hospital outpatient (OPO) settings, including those in district, 
regional or secondary, tertiary and dedicated psychiatric 
hospitals 
5. This study uses the term Full-Time Equivalent (FTE) staff in calculating 
the distribution between inpatient and outpatient settings in hospitals. 
FTE staff represent the number of full-time personnel required to staff 
a particular service. For example if one outpatient clinic requires the 
presence of one full-time psychiatrist, but the position is rotated 
between several actual psychiatrists, then the clinic is staffed by one 
FTE psychiatrist. 
6. Patients whose diagnosis is only one of mental handicap are excluded 
from this study. Patients who are both mentally handicapped and have 
a psychiatric condition are included. In other words, the diagnosis of a 
psychiatric condition is a primary criterion for inclusion in this study. 
7. When reporting posts, please report only filled active posts. 
A2 
HOSPITAL PROFILE 
Instructions: The following tables outline services used by mentally ill patients in your province. Please complete the following 
tables as it will allow us to calculate the data we require to understand services, staffing, and patients in your province. Photocopy 
these sheets and use additional sheets as necessary. (Note that these tables exclude mentally handicapped patients.) 
1. Dedicated Psychiatric Hospitals 
The following three tables cover hospitals in your province which are dedicated to the care of psychiatric patients. Please complete 
the following information about each dedicated psychiatric hospital in your province. The first table below (Table 1.1) requires data 
about the hospital and patients. The second and third table below (Tables 1.2a and 1.2b) require data about the staff at each of 
these hospitals. Note that you may have to contact the superintendent at these hospitals to gather some of the data required. 
Table 1.1: Psychiatric Hospitals: Hospital and Patient Statistics 
Hospital Overview Admission I Inpatient Bed Profile Outpatient Profile 
Discharge 
Name of Hospital Location Public or Urban? Number of Number of Total Number I Awrage Number of Number of Awrage Length Awrage Number of I Awrage Number 
Lifecare? Pen-Urban? Inpatient Inpatient of available I Number of Acute! Long Stay of Stay for Outpatients Seer. I of Patients who 
Rural? Admissions Discharges Inpatient Beds Occupied Beds Emergency Beds2 Inpatients in per Day fail to keep 
Last Year Last Year I per Month Beds' days appointments in 
(1997) (1997) during 1997 . a month 







continue on attached pages as needed .... 
1 Beds which are used for patients who are admitted for less than 3 months 
2 Beds which are used for patients who are admitted for more than 3 months 
A3 
Staffing statistics 
Some staff may work in both inpatient and outpatient settings. In these instances, please report the Full-Time Equivaient (FTE) 
staff in each setting. 
Table 1.2a: Psychiatric Hospitals: Inpatient Staffing Statistics 
Inpatient Staffing Profile (numbers) 
Name of Hospital Enrolled Psychiatric Other OT OTA's or Social Community Clinical I Intern Psychiatrist Psychiatric Medical Pharm-I Pharmacy I Other 
Nurses Professional Professional Communi! Wor1<ers Health Psychologist Psychologist Registrar Officer acist Assistant (specify) 











5) I I I I 




Table 1.2b: Psychiatric Hospitals: Outpatient Staffing Statistics 
Outpatient Staffing Profile (numbers) I 
Name of Hospital Enrolled Psychiatric Other OT OTA's or Social ICommunity Clinical Intern Psychiatrist Psychiatric Medical Pharm-I Pharmacy Other Other I 
Nurses Professionai Professional Communit Workers I Health Psychologist Psychologist Registrar Officer acist I Assistant (Specify) (specify) 
Nurses Nurses y rehab Wor~ers 

















I I I I I i I i 
continue on attached pages as needed .... 
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2. General Hospitals 
The following three tables cover general hospitals in your province. This includes both secondary and tertiary general hospitals. 
Please complete the following information about each general hospital in your province. The first table below (Table 2.1) requires 
data about the hospital and patients. The second and third tables below (Tables 2.2a and 2.2b) require data about the staff at each 
of these hospitals. Note that you may have to contact the superintendent at these hospitals to gather some of the data required. 
Table 2.1: General Hospitals: Hospital and Psychiatric Patient Statistics3 
Hospital Overview Admission I Discharge Ward Profile Inpatient Bed Profile Outpatient Profile 
Name of Hospital Location Secondary Urban? Number of Number of Number of Number of Average Number Number of Number Average Average 
or Tertiary? Peri- Inpatient Inpatient dedicated dedicated of Occupied Acute I of Long Length of Number of 
Urban? Admissions Discharges psychiatric inpatient Psychiatric Beds Emergency Stay Stay for Outpatients 
Rural? Last Year Last Year wards' (if psychiatric Beds per Month 8eds5 Beds6 Inpatients Seen per 











continue on attached pages as needed .... 
3 All references to patients in this table are to psychiatric patients. 
4 Please write the number of wards in the hospital which are dedicated to psychiatric patients. Write '0' if there are no dedicated wards. 
5 Beds which are used for patients who are admitted for 3 months or less. 
e Beds which are used for patients who are admitted for more than 3 months. 
A6 
Average Number 
of Patiellts who faii 
to keep 








Some staff may work in both inpatient and outpatient settings. In these instances, please report the Full-Time Equivalent (FTE) 
staff in each setting. 
Table 2.2a: General Hospitals: Inpatient Staffing Statistics 
Inpatient Staffing Profile (numbers) 
Name of Enrolled Psychiatric Other OT OTA's or Social Community Clinical Intern Psychiatrist Psychiatric Medica Pharm- Pharmacy I Other I Other 
Hospital 
Nurses Professional Professional Communit WorKers Health Psychologist Psychologist Registrar I acist Assistant I (specify) 1 (specify) 






~) I I I I 
I I 




p) I I 1 I 
continue on attached pages as needed .... 
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I 
Table 2.2b: General Hospitals: Outpatient Staffing Statistics 
Outpatient Staffing Profile (numbers) 
Name of Enrolled I Psychiatric Other OT IOTA'S or Social Community Clinical Intern Psychiatrist Psychiatric Medical Pharm-I Pharmacy Other ,I Other 
Hospital 
Nurses Professional Professional I Communi! Workers Health Psychologist Psychologist Registrar Officer acist I Assistant (specify) I (Specify) 
I Nurses Nurses yrehab Workers 
workers I I 
I I I 1) I I I I 
I 
, 













I --'-- - - I I 
continue on attached pages as needed .... 
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3. District Hospitals 
The following three tables cover district hospitals in your province. Please complete the following information about each district 
hospital in your province. The first table below (Table 3.1) requires data about the hospital and patients. The second and third 
tables below (Tables 3.2a and 3.2b) require data about the staff at each of these hospitals. Note that you may have to contact the 
superintendent at these hospitals to gather some of the data required. 
Table 3.1: District Hospitals: Hospital and Psychiatric Patient Statistics? 
Hospital Overview Admission I Discharge Ward Profile Inpatient Bed Profile Outpatient Profile 
Name of Hospital Location Secondary Urban? Number of Number of Number of Number of Average Number Number of Number Average Average Number 
or Tertiary? Peri- Inpatient Inpatient dedicated dedicated of Occupied Acute! of Long Length of of Outpatients 
Urban? Admissions Discharges psychi?tric inpatient Psychiatric Beds Emergency Stay Stay for Seen per Month 
Rural? Last Year Last Year wards" (if psychiatric Beds per Month Beds9 Beds'o Inpatients 
(1997) (1997) any) beds 
1) 
I I I 
~) I I i 








continue on attached pages as needed .... 
7 All references to patients in this table are to psychiatric patients. 
8 Please write the number of wards in the hospital which are dedicated to psychiatric patients. Write '0' if there are no dedicated wards. 
9 Include beds used for patients who are admitted for less than three months. 
10 Include beds used for patients 'v'v'ho are admitted for more than three months. 
A9 
Average Number of 
Patients who fall to 
keep appomtments 

















Some staff may work in both inpatient and outpatient settings. In these instances. please report the Full-Time Equivalent (FTE) 
staff in each setting. 
Table 3.2a: District Hospitals: Inpatient Staffing Statistics 
Inpatient Staffing Profile (numbers) 
Name of Enrolled I Psychiatric Other OT OTA's or Social communityl Clinical Interll Psychiatrist Psychiatric Medica! Pharm- Pharmacy Other I Other 
Hospital 
Nurses Professional Professional Communit Workers Health Psychologist Psychologist Registrar Officer acist Assistant (specify) I (Specify) 










~) I I I 
continue on attached pages as needed .... 
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Table 3.2b: District Hospitals: Outpatient Staffing Statistics 
Outpatient Staffing Profile (numbers) i I 
! 
Name of Enrolled Psychiatric Other I aT OTA's or Socia! Community Clinical Intern Psychiatrist Psychiatric Medical Pharm- Pharmacy Other Other I 
Hospital 











I I , 
4) I I I I I I 







I i I I . 
continue on attached pages as needed .... 
4. Primary Health Clinics and Community Health Centres (CHCs) 
The following two tables are dedicated to primary health clinics in your province. This includes clinics, community health centres 
(CHCs) and mobile clinics. Please complete the following information about each clinic/CHC in your province. The first table below 
(Table 4.1) requires data about the clinic and the patients it serves. The second table below (Table 4.2) requires data about the staff 
at each of these clinics. Note that you may have to contact these clinics to gather some of the data required. 
Table 4.1: Clinics and CHCs: Psychiatric Patient Statistics 11 
Clinic/CHC Overview Outpatient Profile 
Name of CliniclCHC Location Urban? Peri-Urban? Average Number of Outpatient Average Number of Patients who fail to keep 











continue on attached pages as needed .... 
11 All references to patients in this table are to psychiatric patients. 
Al2 
Table 4.2: Clinics and CHCs: Staffing Statistics 
Staffing Profile (Numbers) 
Name of Clinic Enrolled Psychiatric Other OT IOTA's Social Community Clinical Inter'! Psychiatrist Psychiatric Medical . Pharmacist I Pharmacy 
Nurses Professional Professional I Workers Workers Psychologist Psychologist Registrar 
Nurses Nurses I 





I I , 
I 
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5. Other Questions 
5.1. Other Residential Care Facilities 
How many state subsidised residential care 
facilities other than the hospitals mentioned 
above are available for inpatient care of 
psychiatric patients? (For example group 
homes, halfway houses or hostels). 
What is the total number of beds available in 
these residential care facilities? 
5.2. Patient Profile by Section 
What is the total number of Section 9 
psychiatric patients in your province? 
What is the total number of Section 4 
psychiatric patients in your province? 
What is the total number of Section 28 
psychiatric patients in your province? 







Appendix B. Provincial workshop participants 
Northern Province 
Mr R.E. I,uruli 
Northern Province Head Office 
Mr T.e. Phuluwa 
Northern Province 1 lead OtTice 
Ms T.E. Mahlongo 
Ldaha Hospital 
Ms M. Maleho 
Scshcgo Ilospil.aJ 
Ms F. Kobe 
Western Region 
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Ms H. Mamabolo 
Mankweng Hospital 
Ms M.L. Shaku 
ProvincialOHlcc 
Dr J. Dlarnini 
Provincial Office 
Ms S. Mahlangu 
Provincial Ofliee 
Ms J. F.T. Tlakula 
Provincial Oiliec 
Dr S. Akhtar 
Groolhoek Hospital 
Mr M..I. Maboshego 
(iroothoek I IospitaJ 
Dr J. Chabalala 
Northern Province Psychiatrist 
Mr E.A. Monarcng 
Groothock Hospital 
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Ms H..R. I,edwaba 
Uroothoek Ilospilal 
Ms T. M. Magoro 
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M8 E.N. Ndou 
Northern Region 
Mr E.T. Mathivha 
Northern Region 





Mr Oumisani Magagula 
District Mental Health Coordinator 
Dr M. 0.' Kefiee 
Themba Ilospital 
M5 Nondwc Mange 
Witbank llospital 
M8 Ingrid Mukhari 
Health &Welfilre Department 
Secunda 
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Provincial Rehabilitation Coordinator 
Mahu Sckhaolclo 
lIeaHh & Welfare Department 
KwaMhlanga 
Dr Bernard van Renshurg 
Witbank Ilospital 
M8 Sanna Motlakoane 
Provincial Mentalllealth Coordinator 
B2 
Northern Cape 
Ms Anneka George 
Occupational Therapist 
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Ms CynLhia r ssacs 
Nursing Service Manager 
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Mental Health Coordinator 
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Ms Lena van der Westhuizen 
Regional Oflice 
Primary Health Care Service 
1 Jower Orange Region 
Ms Avril Jacobs 
Senior N lIrse 
Lower Orange Region 
M s I larriett J lill 
Chief ProfN II rse 
West End Hospital 
B3 
Ms Elaine van den Berg 
Social Worker Department 
West L':nd I [ospital 
Ms I ,aura Jantjies 
Programme Manager: Northern Province 
Gautcng 
M.P. Matsosc 
Mental llealth service 
Westrand 
Ms S. Bester 
District Mental Health 
Pretoria 
B. Douglas 
Mental [fealth Directorate 
J. Cook 
Tara 110spitaJ 
Dr I,'. Y. Jcenah 
Central Wits Mental Health 
Ms R. Lazarus 
Mental Ilealth Directorate 
J. Tsoanc 
Mentalllealth services: Vaal Region 
Ms K. Portells 
Centre fiw I Jealth Policy 
University of Witwatersrand 
Ms S. Ngamone 
Ciauteng Provincial Administation 
East Rand 
Ms A Maloka 
Mental IIealth Directorate 
Dr G. Ik~hr 
Chris Hani Baragwanath lJospital 
B4 
F. Manitshana 
Gauleng Provincial Adrninistation 
East Rand 
Dr 1,. Gauche 
Weskoppies Hospital 
Ms C. Moloto 
Mental Ilea/th Directorate 
Ms M.P. Maisllpe 
Mental Health Service West Rand 
Ms F. Dartnall 
Centre I(Jr Health Policy 
University of Witwatersrand 
North West 
Ms N. Mulla 
Bophe1ong Hospital 




C N. Modise 
Bophelong Hospital 




K. B. Sercngoane 
Bophelong Hospital 
D. du Ploog 
Witrand Hospital 
A de Brinv 
Wit rand Hospital 
B. M. Sube11 
Witnmd ) lospital 
B5 
T. Doslhuir 
Wit rand Ilospital 
Ms W Roos 
I-lead OHlee: Mental Health and Substance Abuse 
Nortb W~sl Province 
F:astern Cape 
Mr M.U.Mcingana 
Mental Health Coordinator 
Komani llospital 
Mr P. Xashimba 
Nursing Service Manager 
Komani I lospital 
Prof R. llolmes 
Fort England Hospital 






Mrs Z. Dabula 
Psychiatric Unit 
lJ mtata lIospital 
Ms N. Ngcikiza 
District Olliee Health & Wellilre 
Umtata 
Mr .I.N. Gqornfil 
Nursing Service Manger 
Tower r lospilal 
Dr P. Vaczi 
Eli:l'~abelh Donkin Hospital 
Mr M.e. du Toil 
Psychology l)cpartmell1 
Elizabeth Donkin IIospital 
Mrs R. du Preez 
Mental I kalth Coordinator 
Elizabeth I)onkin Hospital 
B6 
Mrs M. Buss 
Mental JJealth Coordinator 
East London 
jJr E.S. Avutia 
Umzimkhulu Jlospilal 
Mrs Z. Gcwabc 
Nursing Service Manager 
Umzimkhulu I Jospital 
Mrs N. Ndhlovu 
Nursing Service Manager 
Urnzimkhulu Hospital 
Mrs E. Gasela 
Regional Oflice for Health & Welfare 
Kokstad 
Mr M. Mbulawa 
Deputy Director: Mental Ilealth 
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KwaZulu-Natal 
Dr J.G. Walker 
Midlands Hospital (Fort Napier) 
Pictennarilzburg 
Dr J.A Dunn 
Midlands Hospital 
Pietermaritzburg 
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P ietermaritzburg 
Dr AI,. Pillay 
Midl~mds Hospital 
Pietermaritzburg 
Dr S. Jogcssar 
Midlands rlospital 
Pietcrmaritzburg 
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Mid lands 11 osp ital 
Pictcnnaritzburg 
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Appendix D. Data reported from provincial questionnaires 
(x = no data returned) 
1. Bed Totals per Province 
Note: In some general hospitals, bed totals are estimated from admission and length of stay data, with varying bed occupancy (80% and 100%), 
because data for psychiatric bed numbers in these integrated settings were not available (see chapter 3 for detailed explanation). 
Province Level Name Total (100% Acute (100% Med/long Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
Gauteng Psych Hosp Weskoppies 1120 342 778 1120 342 
Sterkfontein 830 455 375 830 455 
Tara 141 60 81 141 60 
I SUb-total 2091 857 1234 2091 857\ 
Lifecare East Rand Sanator 450 0 450 450 0 
Randfontein 1150 0 1150 1150 0 
Randwest 2202 0 2202 2202 0 
Struisbult 180 0 180 180 0 
Waveriey 320 0 320 320 0 
Witpoort 370 0 370 370 0 
I SUb-total 4672 0 4672 4672 01 
Gen hosp Baragwanath/Chris 155 155 0 155 155 
Garankuwa 55 55 0 55 55 
Helen Joseph 20 20 0 20 20 
Johannesburg 20 20 0 20 20 
Pretoria Academic 0.77 0.77 0 0.96 0.96 
Natalspruit 17.18 17.18 0 21.48 21.48 
Pholosong 13.24 13.24 0 16.55 16.55 
South Rand 1.61 1.61 0 2.01 2.01 
Tambo Memorial 8.98 8.98 0 11.22 11.22 
Tembisa 23.01 23.01 0 28.77 28.77 
Far East Rand 1.44 1.44 0 1.8 1.8 
Kopanong 18 18 0 18 18 
Leratong 25 25 0 25 25 
D1 
Pretoria West 66 40 26 66 40 
Sebokeng 32 32 0 32 32 
Dr Yusuf Oadoo 1.49 1.49 0 1.87 1.87 
Kalafong 2.74 2.74 0 3.42 3.42 
Sul>-total 461.46 435.46 26 479.08 453.08 
Total 7224.46 1292.46 5932 7242.08 1310.08 
Province Level Name Total (100% Acute (100% Medllong Total (80% Acute (80% 
bed oeeup) bed oecup) bed oeeup) bed oeeup) 
N. Province Psych Hosp 
Ha~ani 312 0 312 312 0 
!Sub-total 312 0 312 312 01 
Lifecare Thabornoopo 1240 0 1240 1240 0 
Evuxakeni 500 0 500 500 0 
ISul>-total 1740 0 1740 1740 01 
Gen Hasp Pietersburg 0 0 0 0 0 
Mankweng 0 0 0 0 0 
Mokopane 24 24 0 24 24 
St Ritas 0 0 0 0 0 
Warm baths 0 0 0 0 0 
I Sul>-totai 24 24 0 24 241 
District Hasp Bushveld region 3.1 3.1 0 3.87 3.87 
Western region 9.73 9.73 0 12.17 12.17 
Southern region 361 50 311 361 50 
Northern region 199 132 46 199 132 
Lowveld region 158 158 0 158 158 
Central region 0 0 0 0 0 
Sub-total 730.83 352.83 357 734.04 356.04 
Total 2806.83 376.83 2409 2810.04 380.04 
02 








Mpumalanga Psych Hosp 
o a 0 0 0 
I Sub-total 0 0 0 0 01 
Gen Hasp 0 0 0 0 0 
I Sub-total 0 0 0 0 01 
District Hasp Witbank 31 31 a 31 31 
Rob Ferrera 3.86 3.86 a 4.82 4.82 
Barbeton 2.88 2.88 0 3.6 3.6 
Shongwe 1.26 1.26 0 1.57 1.57 
Embluleni 40 40 0 40 40 
Amajuba 9 9 0 9 9 
Elise Ballot 0.34 0.34 0 0.42 0.42 
Philadelphia 38 38 0 38 38 
Themba 24 24 0 24 24 
Piet Retief 1.08 1.08 0 1.35 1.35 
Lydenburg 0.08 0.08 0 0.1 0.1 
H.A Grove 0.25 0.25 0 0.32 0.32 
Sub-total 151.75 151.75 0 154.18 154.18 
Total 151.75 151.75 0 154.18 154.18 
Province level Name Total (100% Acute (100% Medllong Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
North-West Ps::!ch Hasp Boehelon£! 368 100 268 368 100 
\ Sub-total 368 100 268 368 1001 
Gen Hosp Potchefstroom 8 8 0 8 8 
Odi 0.07 0.07 0 0.09 0.09 
George Stegmann 8 8 0 8 8 
Tshomagam 16 16 a 16 16 









Level Name Total (100% Acute (100% Med/long Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
Psych Hosp West End 107 55 52 107 55 
I Sub-total 107 55 52 107 551 
Gen Hosp Kimberley 0.05 0.05 0 0.07 0.07 
I Sub-total 0.05 0.05 0 0.07 0.071 
District Hosp Gordonia 0.02 0.02 0 0.02 0.02 
Springbok 0.04 0.04 0 0.05 0.05 
Calvinia 0.01 0.01 0 0.02 0.02 
Kuruman 0.04 0.04 0 0.05 0.05 
DeAar 0.02 0.02 0 0.02 0.02 
Sub-total 0.13 0.13 0 0.16 0.16 
107.18 55.18 52 107.23 55.23 
Level Name Total (100% Acute (100% Med/long Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
Psych Hosp Elizabeth Donkin 127 127 0 127 127 
Umzimkulu 250 150 100 250 150 
Tower 530 120 410 530 120 
Fort England 470 140 330 470 140 
Komani 850 192 850 850 192 
I Sub-total 2227 729 1690 2227 7291 
Gen Hasp Frere 16 16 0 16 16 
C.M.H 35 35 0 35 35 
Umtata 30 30 0 30 30 
I Sub-total 81 81 0 81 81] 
























Province Level Name Total (100% Acute (100% Med/long Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
W. Cape Psych Hosp Stikland 342 186 156 342 186 
Lentegeur 240 180 60 240 180 
Valkenberg 673 202 471 673 202 
NelsEoort 60 0 60 60 0 
I Sub-total 1315 568 747 1315 5681 
Gen Hosp Groote Schuur 27 27 a 27 27 
Tygerberg 44 44 0 44 44 
Red Cross 4 0 4 4 a 
Karl Bremmer 0 0 0 0 0 
Paarl 0 0 0 a 0 
Eban Oonges 0 0 0 a 0 
George 5.25 5.25 0 6.57 6.57 
I Sub-total 80.25 76.25 4 81.57 77.571 
District Hosp Riversdale 1 0 1 1 
Mosselbay 0 0 0 0 0 
Beauford West 0 0 0 0 0 
Outshorn 0 0 0 0 0 
Knysna 2 2 0 2 2 
Murraysburg 0 a 0 0 0 
Laingsburg 0 0 0 0 0 
Prins Albert 1 1 0 1 1 
Uniondale 1 1 0 1 1 
Allen Blyth a 0 0 0 0 
Ceres 0 0 0 0 0 
Robertson 0 0 0 0 0 
Monitgue 0 0 0 0 0 
Caledon 0 0 0 0 0 
Hermanus a 0 0 a a 
Stellenbosch 0 0 0 0 0 
Mamresbury 0 0 0 0 0 
Vredenberg 0 0 0 0 0 
06 
Piketberg 0 0 0 0 0 
Clan William 0 0 a 0 0 
Vredendal 0 a 0 0 0 
Citrusdal 0 0 0 0 0 
Sub-total 5 5 0 5 5 
Total 1400.25 649.25 751 1401.57 650.57 
Province Level Name Total (100% Acute (100% Med/long Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
KZN Psych Hosp Fort Napier 461 219 242 46i 219 
Town Hill 586 178 408 586 178 
Madadeni 812 304 508 812 304 
I Sub-total 1859 701 1158 1859 7011 
Lifecare Ekuhlengeni 819 a 819 819 0 
I Sub-total 819 0 819 819 01 
Gen Hosp Addington 20 20 0 20 20 
King George V 135 55 80 135 55 
King Edward VIII 20 20 0 20 20 
Ngwelezane 34 34 0 34 34 
Edendale 46 46 0 46 46 
[Sub-total 255 175 80 255 1751 
District Hosp Nonjeni 15 15 0 15 15 
Charles Johnson 20 20 0 20 20 
St Francis 0.98 0.98 0 0.98 0.98 
Assissi 1.44 1.44 0 1.44 1.44 
Christ the King 2 2 0 2 2 
G.J Crookes 1.8 1.8 0 2.2 2.2 
Murchison 1.78 1.78 0 1.78 1.78 
Port Shepston 3.66 3.66 0 3.66 3.66 
St Andrews 2.61 2.61 0 2.61 2.61 
Tayler 2.04 2.04 0 2.04 2.04 
Appelbosch 1.81 1.81 0 1.81 1.81 
D7 
Greytown 1.86 1.86 0 1.86 1.86 
Motebello 3.2 3.2 0 3.2 3.2 
Northdale 3.85 3.85 0 3.85 3.85 
St Appolinaris 0.9 0 0.9 0.9 
Untunjambili 1.28 1.28 0 1.28 1.28 
Estcourt 2.76 2.76 0 2.76 2.76 
Ladysmith 6.9 6.9 0 8.63 8.63 
Church of Scotlanc 2.5 2.5 0 2.5 2.5 
Emmanus 1.41 1.41 0 1.41 1.41 
Benedictine 5.98 5.98 0 5.98 5.98 
Ceza 2.65 2.65 0 2.65 2.65 
Ithelejuba 1.34 1.34 0 1.34 1.34 
Thulasizwe 1.55 1.55 0 1.55 1.55 
Vryheid 3.38 3.38 0 3.38 3.38 
Bethesda 2.3 2.3 0 2.3 2.3 
Northdale 3.85 3.85 a 3.85 3.85 
Halibisa 2.96 2.96 0 2.96 2.96 
Manguzi 2.51 2.51 0 2.51 2.51 
Mosvold 2.46 2.46 0 2.46 2.46 
Mseleni 1.19 1.19 a 1.19 1.19 
Clairwood 7.1 7.1 0 7.1 7.1 
Mahatma Gandi 3.4 3.4 0 3.4 3.4 
Osindisweni 3.36 3.36 0 3.36 3.36 
Catherine Booth 1.7 1.7 0 1.7 1.7 
Ekombe 1.25 1.25 0 1.25 1.25 
Lower Umfolozi 1.02 1.02 0 1.02 1.02 
Mbongolwane 1.96 1.96 0 1.96 1.96 
Nkandla 2.66 2.66 0 2.66 2.66 
Stanger 4.49 4.49 0 4.49 
Umphumlo 1.2 1.2 0 1.2 
Ekuphumeli 0.44 0.44 0 0.44 
Eshowe 4.6 4.6 a 4.6 
Dundee 5.34 5.34 0 5.34 
Grets 3.6 3.6 a 4.6 
Sub-total 150.07 150.07 0 153.2 1 
Total 3083.07 1026.07 2057 3086.2 10 
08 
Province level Name Total i100% Acute (100% Med/long Total (80% Acute (80% 
bed occup) bed occup) bed occup) bed occup) 
(Grand total (National) 18159.33 4946.33 13384 18190.28-- 4911.281 
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2. Staff totals per province 
Note. data for staff are laid out across two pages. with total for each in the right column of every second page 
Province Sector Level Name 
Gauteng Hosp Inpt Psych Hasp Enrol Nurses Psych Nurses Gen Nurses OT Soc Workers CHWs 
Weskoppjes 299 247 a 14 8 12 0 
Sterkfontein 164 122 8 5 1 10 0 
Tara 12 52 0 3.5 0 2.5 0 
East Rand San 6 14 4 0.4 11 1 0 
Randfontein 7 27 7 2.5 16 ~ 0 , 
Randwest 12 30 13 2 26 3 0 
Struisbult 2 6 0 1 3 1 0 
Waverley 1 6 2 2 11 1 a 
Witpoort 11 5 7 0.4 6 0.4 0 
!Sub-total 514 509 41 30.8 82 31.9 0 
Gen Hosp Baragwanath/C 39 48 12 1.8 0.6 1.2 0 
Garankuwa 1 14 18 2 1 0.5 0 
Helen Joseph 0 9 0 1 0 0.1 0 
Johannesburg 3 8 2 2 0 0.5 0 
Pretoria AcadE X X X X X X X 
Natalspruit X X X X X X X 
Pholosong X X X X X X X 
South Rand 0.25 X X X X X X 
Tambo Mernor; X X X X X X X 
Tembisa X X X X X X X 
Far East Rand X X X X X X X 
Kopanong 4 1 2 0 0 0.1 0 
Leratong a 6 0 0 a a a 
Pretoria West 3 8 3 1 0 0.5 0 
Sebokeng a 0 5 0.2 a 0.2 0 
Dr Yusuf Dado( X X X 0.1 0 0.1 0 
Kalafong X X X X X X X 
Sub-total 50.25 94 42 8.1 1.6 3.2 a 
Total 564.25 603 83 38.9 83.6 35.1 a 
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Sector Level Name 
Hosp Inpt Psych Hos~ Psychologist I ntern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Weskoppies 10 8 12.9 14 2 5 0 X X 631.9 
Sterkfontein 7 10 5 8 4 1 1 X X 346 
Tara 2 5 5 6 1 0,5 0 X X 89.5 
East Rand Sa 0 0 0.4 0 0.5 0.2 0.2 74 5 37.7 
Randfontein 0 0 2 0 0.15 1 1 135 15 64.65 
Randwest 0 0 3 0 2 1.5 1 227 6 93.5 
Struisbult 0 0 0,2 0 0.25 0.2 1 28 5 14.65 
Waverley 0 0 1 0 1 1 1 17 5 27 
Witpoort 0 0 0.4 0 0.375 0.625 1 53 5 32,2 
I Sub-total 19 23 29.9 28 11.275 11.025 6.2 534 41 1337.11 
Gen Hosp Baragwanathl 2.4 0 3 2 6 0 0 0 0 116 
Garankuwa 5 4.5 2.5 5.5 0 0 0 18 3 54 
Helen Joseph 2 1 0.8 1.6 1 0 0 0 0 16,5 
Johannesburg 0.5 1 1.25 1,8 0 0 0 0 0 20.05 
Pretoria Acac X X X X X X X X X 0 
Natalspruit X X 0.1 X X X X X X 0.1 
Pholosong X X X X X X X X X 0 
South Rand X X 0.25 X X X X X X 0.5 
Tambo Memo X X X X 0,5 X X X X 0.5 
Tembisa X X 0,1 X X X X X X 0.1 
Far East Ranc X X 0.1 X X X X X X 0.1 
Kopanong 0 0 0 0 0 0 ° 0 0 7.1 Leratong 0 0 0.8 0 0.8 0 0 0 0 7.6 
Pretoria West 0 0 0.4 1 1 0 0 0 0 17.9 
Sebokeng 0 0 0.8 0 0.4 0 0 0 0 6.6 
*Or Yusuf Oac 0 0 0.1 0 0.2 0 0 a 0 0.5 
*Kalafon9 X X X X X X X X X X 
Sub-total 9.9 6.5 10.2 11,9 9.9 0 0 18 3 247.55 
28.9 29.5 40.1 39.9 21.175 11.025 6.2 552 44 1584.65 
D11 
• ~ '~I----' ~ 
I Sub-total 0 10 0 3.5 a 1 a 
Gen Hosp Baragwanath/C 2 2 1 1.2 0.4 0.8 0 
Garankuwa 0 5 0 a 0 0 0 
Helen Joseph 0.25 0 0 0.5 a 0.1 0 
Johannesburg a 1.5 0 0 a 0.5 a 
Pretoria Acade 0 0 1 1 0 0 0 
Natalspruit X X X X X X X 
Pholosong 0 0 0 0 0 0 0 
South Rand 0.25 a a a 0 0 a 
Tambo Memori a a 0 a 0 a a 
Tembisa 0 1 0 0 0 a a 
Far East Rand 0 a 0 0 0 0.25 0 
Kopanong a 0 0 a a 0 0 
leratong a 0,1 a.3 a a a 0 
Pretoria West a 0 0 0 a 0 a 
Sebokeng 0 0 0.2 0 0 0 a 
Dr Yusuf Dado! a 0.2 0 a.1 0 0.1 0 
Kalafong 0 0.2 0 0.1 0 0 0 
I Sub-total 2.5 1a 2.5 2.9 04 1.75 a 
I Total (hospital OPO) 2.5 20 2.5 6.4 0.4 2.75 0 
ITatal (hasp inpatient + OPO) 566.75 623 85,5 45.3 84 37.85 0 
D12 
Hosp OPO Psych Has~ Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Weskoppies 2 2 1 2 0 0.2 0 0 0 11,7 
Sterkfontein 0 0 0 0 0 0 0 0 0 1 
Tara 1 3 2 1 1 0.5 0 0 0 17.5 
East Rand Sa 0 0 0 0 0 0 0 a 0 0 
Randfontein 0 0 0 0 0 0 0 0 0 0 
Randwest 0 a 0 0 0 0 0 0 0 0 
Struisbult 0 0 0 0 0 0 0 a 0 0 
Waverley 0 a 0 0 0 0 0 0 0 0 
Witpoort 0 0 0 0 0 0 0 0 0 0 
I Sub-total 3 5 3 3 1 0.7 0 0 0 30.21 
Gen Hasp Baragwanathl 1.6 0 1 1 1 0 0 0 0 12 
Garankuwa 5 4.5 2.5 5.5 0 0 0 2 4 22.5 
Helen Joseph 0 2 0.2 0.4 0 0 0 0 0 3.45 
Johannesburg 0.5 1 2 2,2 0 0 0 0 0 7.7 
Pretoria Acac 0 2 0,5 0.5 0 0 0 0 0 5 
Natalspruit X X X X X X X X X X 
Pholosong 0 0 0 0 0 0 0 0 0 0 
South Rand 0 0 0.25 0 0 0 0 0 0 0,5 
Tambo Memo 0 0 0,1 0 0 0 0 0 0 0.1 
Tembisa 0 0 0.2 0 0 0 0 0 0 1,2 
Far East Ranc 0.1 0 0.1 0 0 0 0 0 0 0.45 
Kopanong 0 0 0 0 0.2 0 0 0 0 0.2 
Leratong 0 0 0.2 0 0.2 0 0 0 0 0.8 
Pretoria West 0 0 0 0 0 0 0 0 0 0 
Sebokeng 0 0 0.2 0 0.1 0 0 0 0 0.5 
Dr Yusuf Oad( 0 0 0.1 0 0.2 0 0 0 0 0.7 
Kalafon 0 0.2 0.25 0 0 0 0 0 0 0.75 
Sub-total 7.2 9.7 7.6 9.6 1.7 0 0 2 4 55.85 
Total (hospital OPO) 10.2 14.7 10.6 12.6 2.7 0.7 0 2 86.05 
Total (hosp inpatient + OPO) 39.1 44.2 50.7 52.5 23.875 11.725 6.2 554 1670.7 
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Community Clin+CHC Central Wits R Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHINs 
City 0 1 0 0 0 0.6 0 
Hillbrow 0 1 0 0 0 0 0 
Townsview 0 1 a 0 0 0.2 a 
Jeppe 0 1 0 0 0 0 0 
Gardonia 0 0.2 0 0 0 0 0 
Alexandra 1 1 0 0.2 1 0 0 
Brixton 0 1 0 0 0 0.4 a 
Riverley 0 0.5 0 0 0 a 0 
Westbury 0 0.5 0 0 0 0 0 
Eldorado Park 0 1 a 0.2 0 0 a 
Lenasia 0 2 a 0.2 0 0 0 
Florida 0 1 0 0 0 0.2 0 
Lillian Ngoyi 0 0 0 0 0 0.2 0 
Chianelo 1 2 0 0.2 1 0 2 
Diepkloaf 1 1 0 0 0 0.2 a 
Dabsonville 1 1 a 0.2 0 0 a 
Meadowlands 1 2 0 0 0 0 0 
Mofolo 1 2 0 0.2 1 0.2 3 
Orange Farm 0 1 0 0 0 0 0 
Orlando 1 1 0 a 0 0 0 
Zola 1 2 0 0.2 1 0.4 2 
Ennedale 0 1 0 0 0 0 0 
Pimville 0 0.2 0 0 0 0 0 
iSub-total 8 24.4 0 1.4 4 2.4 7 
East Rand Re~ Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Alberton 0 2 0 0 0 0 0 
Eden Park 0 1 0 0 0 0 0 
Dresser 0 1 0 0 0 0 0 
Actonville 0 1 0 0 0 0 0 
Daveyton 1 1 0 0 a a 0 
Boksburg 0 1 0 0 0 1 0 
Vasloorus 0 1 0 0 0 0 0 
Reiger Park 0 1 0 0 0 0 a 
Tsakane 1 1 0 0 0 0 0 
Rabie Ridge 0 1 0 0 0 0 0 
014 
Communit: Clin+CHC Central Wits Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
City 0.8 0.6 0.2 0.4 0 0 0 
Hillbrow 0.2 0 0.2 0.4 0 0 0 1.8 
Townsview 0 0 0.2 0 0.2 0 0 1.6 
Jeppe 0 0 0 0.2 0 0 0 1.2 
Gordonia 0 0 0 0.4 0 0 0 0.6 
Alexandra 0.2 0 0 0.4 0 0 0 3.8 
Brixton 0.4 0 0 0 0.2 0 0 2 
Riverley 0 0 0 0.4 0 0 0 0.9 
Westbury a 0 0 1 0 0 0 1.5 
Eldorado Par~ 0.2 0 0 0.2 0.2 0 0 1,8 
Lenasia 0.8 0 0 0 1.5 0 0 4,5 
Florida 0 0 0 0 0.2 0 0 1.4 
Lillian Ngoyi 0.2 0 0 0 a 0 0 0.4 
Chianelo 0 0 0 0.4 0 0 0 6,6 
Diepkloof 0 0 a 0,2 0 0 a 2.4 
Dobsonville 0 0 0 0.4 a 0 0 2.6 
Meadowlands 0 0 a 0.4 0 0 0 3.4 
Mofolo 0.2 0.4 0 0.4 0 0 0 8.4 
Orange Farm 0 0 0 0.4 0 0 0 1.4 
Orlando 0 0 0 0.4 0 0 0 2.4 
Zola 0.4 0.4 0 0,6 0 0 0 8 
Ennedale 0 0 0 0 0.2 0 0 1.2 
Pimville 0 a 0 0.05 0 0 a 0.25 
I Sub-total 3.4 1.4 0.6 6.65 2.5 0 0 0 61.751 
East Rand RE Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Alberton 0 0 0 0.2 0 0 0 0 0 2.2 
Eden Park 0 0 0 0,2 0 0 0 0 0 1,2 
Dresser 0 0 0 0.2 0 0 0 0 0 1.2 
Actonville 0.2 0 0.2 0 0 0 0 0 0 1.4 
Daveyton 0 0 0 0.2 0 0 0 0 0 2.2 
Boksburg 0.2 a 0.2 0 0 0 0 0 0 2.4 
Vosloorus 0 0 0 0,2 0 0 0 0 0 1.2 
Reiger Park 0.2 0 0 0.2 0 0 0 0 0 1.4 
Tsakane 0 0 0.2 0 0 0 a 0 0 2.2 
Rabie Ridge 0 0 0 0.2 0 0 a 0 0 1.2 
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0 1 0 0 0 0 0 
Duduza a 1 0 0 0 0 0 
Devon 0 1 0 0 0 0 a 
Kwa Thema 0 0 0 0 1 0 
Ratanda a 0 0 0 0 0 
Randvaal a 1 0 0 0 0 0 
Germiston 0 2 0 0 0 1 0 
Dukatoie 0 1 0 0 0 0 0 
Katlehong Nort 0 1 0 0 0 1 1 
Goba 0 1 0 0 0 0 0 
Zonkizizwe 0 1 0 0 0 0 0 
Moleleki 0 1 0 0 0 0 0 
Khumalo 0 1 0 0 0 0 0 
Palm Ridge 0 1 0 0 0 0 0 
Kempton Park 0 2 0 0 0 0 0 
Thembisa CHC 0 1 0 0 a 0 0 
Thembisa clinic 0 1 0 0 0 0 0 
Erin 0 1 0 0 0 0 0 
Esaneweni 0 1 0 0 0 0 0 
I Sub-total 2 32 0 a 0 4 1 
Vaal Region Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Tokisong 0 1 0 0 0 0.11 0 
Sharpeville adl 0 1 0 0 0 0.11 0 
Boipatong 0 1 0 0 0 0.11 0 
Kookrus a 1 0 0 a 0.11 0 
Vereeniging a 2 0 0 0 0.11 0 
Van der Bijl Pa 0 1 0 0 0 0.11 0 
Sharpeville chi! a 1 0 0 0 0.11 0 
Vereeniging ch 0 0.5 0 0 0 0.11 0 
Van der Bijl Pa 0 0.5 0 0 0 0.11 0 
I Sub-total 0 9 0 0 0 0.99 0 
Pretoria regiol Enrol Nurses Psych Nurses Gen Nurses aT OT A Soc Workers CHWs 
Central North 0 2 0 0.25 0.33 0.25 0 
Central West 0 1 0 0.25 0.33 0.25 0 
Central East 0 2 0 0.25 0.33 0.25 0 
Pretoria North 0 1 0 0.25 0 0.25 0 
D16 
Bophelong 0 0 0 0.2 a 0 0 a 0 1.2 
Duduza 0 0 0 0.2 a a 0 a a 1.2 
Devon a 0 0.2 a 0 0 a a a 1.2 
Kwa Thema 0.2 0 0 0.2 a 0 a a a 2.4 
Ratanda 0 0 0.2 0 0 0 0 0 a 1 .2 
Randvaal a 0 0 a a 0 0 0 0 1 
Germiston 0.2 0 0.2 0.2 a 0 0 0 0 3.6 
Dukatole 0.2 0 0 0 0 0 a 0 a 1.2 
Katlehong NOI 0 0.2 0.2 0.2 0 a 0 0 0 3.6 
Goba 0 0 0.2 a 0 0 a 0 a 1.2 
Zonkizizwe 0 0 0.2 0 0 0 0 a a 1.2 
Moleleki 0 0 0.2 0 0 0 0 0 a 1.2 
Khumalo 0 0 0 0 0 0 0 0 0 1 
Palm Ridge 0 0 0 0 0.2 0 0 0 0 1.2 
Kempton Par~ 0.2 0 0 0.2 a a 0 0 0 2.4 
Thembisa CH a a 0.2 0.2 0 0 0 0 0 1.4 
Thembisa clin a 0 0 0 0 0 0 0 0 1 
Erin 0 a 0 0 0 a a 0 a 1 
Esangweni 0 a 0 0 0 0 0 a 0 1 
I Sub-total 1.4 0.2 2.2 2.8 0.2 0 0 0 a 45.8\ 
Vaal Region Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Tokisong 0 a 0.2 0.2 0 0 a 0 0 1.51 
Sharpeville ae 0.1 a 0.2 0 0 0 a a 0 1.41 
8oipatong 0 0 0 0.05 a 0 0 a a 1.16 
Kookrus 0 0 0 0.2 0 0 0 a a 1.31 
Vereeniging 0 0 0 0.4 0 0 0 0 0 2.51 
Van der 81jl P 0 a 0 0.2 a 0 0 0 0 1.31 
Sharpeville cr 0.1 0.2 0.2 a a 0 0 0 0 1.61 
Vereeniging c 0.1 0 0.1 0 0 0 0 0 0 0.81 
VanderBijlP 0.1 a 0.1 0 a 0 0 a 0 0.81 
I Sub-total 0.4 0.2 0.8 1.05 a 0 0 0 0 12.441 
Pretoria regie Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Central North 0.33 0 0.2 0 0 0 0 0 0 3.36 
Central West 0.2 0 0.2 0 0 0 0 0 a 2.23 
Central East 0.33 0 0.2 0 a 0 0 0 a 3.36 
Pretoria North 0.33 0 0 1 0 0 0 0 0 2.83 
017 
Hercules 0 0 I] 0 0 0 
Rietfontein 0 0 a 0 0 0 
Sammy Marks 0 1 0 0 0 0 0 
Sunnyside 0 1 0 0 0 0 0 
Pretoriuspark 0 1 0 0 0 0 0 
Danville 0 1 0 0 0 0 0 
Mamelodi 0 2 0 0 0 1 0 
Eersterus 0 1 0 0 0 0 0 
Eastlynne 0 1 0 0 0 0 0 
Silverton 0 1 0 0 0 0 0 
Laudium 0 1 0 0 0 0 0 
Centurion 0 1 0 0 0 0 0 
AttridgeviUe 1 2 0 0 1 0 0 
Vembe 0 1 0 0 1 0 0 
Lotus Garden 0 1 0 0 0 0 0 
Sautsville 0 1 0 0 0 0 0 
Bronkhorstspru 0 1 0 0 0 0 0 
Culli nan/Refi Iw 0 1 0 0 0 0 0 
Service Produc 0 1 0 0 0 0 0 
Soshanguve I 0 0 1 0 0 0 0 
Soshanguve II 0 0 1 0 0 0 0 
Soshanguve III 0 0 1 0 0 0 0 
Boikutsong 0 0 1 0 0 0 0 
Child & adoles< 0 2 0 1 1 0 0 
Eersterust: Chil 0 0 0,2 a 0 0 
Psychogeriatric 0 0 0 0 0 0 
I Sub-total 31 4 2.2 3.99 2 0 
West Rand Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Kagiso A 0 0.66 0 0 1 0,25 0 
Hekpoort 0 0.66 0 0 0 0 0 
Mogale 0 0.66 0 0 0 0 0 
Gzaadville 0 0,5 0 0 0 0 0 
Swannieville 0 0,5 0 0 0 0 0 
Munsieville 0 0,5 0 a 0 0 0 
Muldersdrift 0 0,5 0 0 0 0 0 
SA Dutch Centi 0 0 0 0 0 0 
018 
Hercules 0 0 0 0 1 0 0 0 0 2 
Rietfontein 0 0 0 0 1 0 0 0 0 2 
Sammy Mark! 0 0 0 0 1 0 0 0 0 2 
Sunnyside 0 0 0 1 0 0 0 0 0 2 
Pretoriuspark 0 0 0 0 0.2 0 0 0 0 1.2 
Danville 0 0 0 0 0.2 0 0 0 0 1.2 
Mamelodi 0 1 1 0.2 0 0 0 0 6.2 
Eersterus 0.2 0 0.2 0 0 0 0 0 0 1A 
Eastlynne 0 0 0 0 0.2 0 0 0 0 1.2 
Silverton 0.2 0 0 0 0.2 0 0 0 0 1A 
Laudium 0.2 0 0.2 0 0 0 0 0 0 1A 
Centurion 1 0 1 0 0 0 0 0 0 3 
Attridgeville 0.2 0 0 0 0.2 0 0 0 0 4A 
Vembe 0 0 0 1 0 0 0 0 0 3 
Lotus Garden 0 0 0 0 0.2 0 0 0 0 1.2 
Sautsville 0 0 0 0 0.2 0 0 0 0 1.2 
Bronkhorstspr 0 0 0 1 0 0 0 0 0 2 
Cullinan/Refih 0 0 0 1 0 0 0 0 0 2 
Service ProdL 0 0 0 0 0.2 0 0 0 0 1.2 
Soshanguve I 0 0 0 0.2 0 0 0 0 0 1.2 
Soshanguve I 0 0 0.2 0.2 0 0 0 0 0 1A 
Soshanguve I 0 0 0.2 0.2 0 0 0 0 0 1A 
Boikutsong 0 0 0.2 0.2 0 0 0 0 0 1A 
Child & adole! 1.2 0 OA 0 0 0 0 0 0 5.6 
Eersterust: cr 0.2 0 0.2 0 0 0 0 0 0 1.6 
0 0.2 0 0 0 0 0 0 0 1.2 
5.39 0.2 4.2 5.8 4.8 0 0 0 65.58 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Kagiso A 0 OA 0.1 0.2 0.3 0 0 0 0 2.91 
Hekpoort 0 0 0 0.2 0 0 0 0 0 0.86 
Mogale 0.2 0 0.1 0 0 0 0 0 0 0.96 
Gzaadville 0 0 0.1 0 0 0 0 0 0 0.6 
Swannieville 0 0 0 0.2 0 0 0 0 0 0.7 
Munsieville 0.2 0 0 0.2 0 0 0 0 0 0.9 
Muldersdrift 0 0 0.1 0 0 0 0 0 0 0.6 
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SUb-total 
Total (Community clinics and CHCs) 
Total (Community and Hosp OPD) 
Total (Hosp and Comm) 
Province Sector Level Name 

















































0 0 0 a 0 
0 0 1 0.25 0 
a 0 0 0 0 
0 0 0 0 0 
0 0 0 0 0 
0 0 0 0 0 
0 0 0 0.25 0 
a a 2 1 0 
4 3.6 9.99 10.39 8 
6.5 10 10.39 13.14 8 
89.5 48.9 93.99 48.24 8 
Gen Nurses OT OT A Soc Workers CHWs 
6 1 16 2 
0 0.6 3 1 
8 1 3 0 
14 2.6 22 3 0 
x x x x x 
x x x x x 
12 1 2 x 
x x x x x 
x x x x x 
12 2 0 
90 0 0 1 0 
56 2 16 1 a 
42 1 6 6 a 
4 1 1 4 0 
1 1 6 1 0 
x x x x x 






















































































Total (Community clinics and CHCs) 12.39 3 8.9 18.3 8.4 0 0 0 207.35 
Total (Community and Hosp OPO) 22.59 17.7 19.5 30.9 11.1 0.7 0 2 293.4 
Total (Hosp and Comm) 51.49 47.2 59.6 70.8 32.275 11.725 6.2 554 44 1878.051 
Sector Level Name 
Hosp Inpt Psych Hos~ Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Thabomoopo 0.3 2 0.4 133 11 75.7 
Evuxakeni 0.45 0.25 0.3 1 79 18 38.6 
Hayani 0.1 54 50.1 
I Sub-total 0 0 0.75 0 2.35 0.7 1 266 29 164.41 












































Warmbaths x x 0.1 x x x x x x 0.1 
I Sub-total 0.1 0 0.2 0 1.5 0.1 0 0 0 47.91 
Oistr hasp Bushveld regi l 0 0 0.4 0 x x x x x 178.4 
Western regie 0 0 0 0 x x x x x 106 
Southern regie 0.4 0 0 0 x x x x x 156.4 
Northern regie 0 0 0 0 x x x x x 51 
Lowveld (Nkh, 0 0 1 0 1 7 37 , 
Central region x x x x x x x x x 0 
Sub-total 0.4 0 1.4 0 7 528.8 
021 
iTotal (Hospital inpatient staff) 170 262 219 8.6 52 18 o 
Hosp OPO Psych Hosp Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Thabomoopo a 0 0 0 a 0 0 
Evuxakeni 0 a 0 a 0 0 0 
Ha~anj 0 0 0 0 a 0 0 
I Sub-total a a 0 0 a 0 0 
Gen hosp Pietersburg 4 4 11 a a 0 0 
Mankweng 9 9 4 0 a a 0 
Mokopane x x x x x x x 
St Ritas x x x x x x x 
Warmbaths x x x x x x x 
I Sub-total 13 13 15 a a 0 0 
Distr hasp Bushveld regia 0 a 0 a a 0 0 
Western region 0 a 0 a 0 0 0 
Southern regiol 0 6 0 0 a 0 0 
Northern regior 2 7 1 1 3 1 5 
Lowveld (Nkhe! 4 1 9 1 0 1 0 
Central region x x x x x x x 
Sub-total 6 14 10 2 3 2 5 
Total (Hospital OPD) 19 27 25 2 3 2 5 
Total (Hospital inpatient & OPO) 189 289 244 10.6 55 20 5 
Community Clins & CHC Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Bushveld region 
x x x x x x x 
Western region 
Bakenberg a a 3 0 0 0 0 
Bavaria 0 2 1 0 0 0 0 
Tiberius 0 1 0 0 0 0 
Mattanau 0 1 0 0 0 0 
D22 
ITotal (Hospital inpatient staff) 0.5 a 2.35 a 4.85 1.8 2 267 36 74 fll 
Hasp OPO Psych Hos~ Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Thabomoopo a a 0 a 0 0 0 0 a 0 
Evuxakeni 0 0 0 a 0 0 0 0 0 0 
Hayani 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 0 0 ===m 
Gen hosp Pietersburg 0 0 0 0 x x x 0 0 19 
Mankweng 0 0 0 0 x x x 0 0 22 
Mokopane x x x x x x x x x x 
St Ritas x x x x x x x x x x 
Warm baths x x x x x x x x x x 
I Sub-total 0 0 0 0 0 0 0 0 0 411 
Oistr hosp Bushveld regi, 0 0 0 0 
Western regia 0 0 0 0 
Southern regi( 0 a 0 0 
Northern regie 0 0 0 0 
Lowveld (Nkhl 0 0 1 0 
Central re ion x x x x 
SUb-total 0 0 1 0 
Total (Hospital OPO) 0 0 1 0 
ITotal (Hospital inpatient & OPO) 0.5 0 3.35 0 
Communit Clin+CHC Psychologist I ntern Psych Psychiatrist Registrar 
Bushveld region 
x x x x 
Western region 
Bakenberg 0 0 a 0 
Bavaria 0 0 0 0 
Tiberius 0 0 0 0 
Mattanau 0 0 a 0 
023 
0 0 0 
0 a 0 
0 0 0 
1 0 5 
13 3 
x x x 
14 1 8 
14 1 8 
18.85 2.8 10 
MO Pharmacist Pharm Ass 
x x x 
0 0 a 
0 0 0 
0 0 0 











































Rebone 0 0 3 0 0 0 0 
Mankuwe 0 0 0 0 0 
Wei dev reden a 0 0 a 0 
Jakkalskruil 0 0 0 0 0 
Mokamole 0 0 3 0 0 0 0 
Paulos 0 0 2 0 0 0 0 
Mapela 0 2 2 a 0 0 0 
Tshamahansi 0 2 1 0 0 0 0 
Mamaselela 0 3 3 0 0 0 0 
Vaalkop 0 a 2 0 0 0 0 
Pholotsi 0 0 2 0 0 0 0 
Phafola 0 1 1 0 0 0 0 
Mobile: Bakent 1 3 3 0 0 0 0 
Mobile: KoedoE 0 0 1 0 a 0 0 
Mobile: Beauty 0 0 1 0 0 0 0 
Mobile: Mapela 0 3 0 0 0 0 
Mobile: Pal ala 0 0 1 0 0 0 0 
Mobile A 1 1 1 0 0 0 0 
Mobile: Roedta 0 0 2 0 0 0 a 
Mobile: Sterkri\ 1 0 0 0 0 
Mobile: Potgiet 2 0 0 0 0 
Mobile: Gillemt 0 1 0 0 0 0 
Mahwelerems I 4 5 0 0 0 0 
Mahwelerems I 2 1 3 0 0 0 a 
Potgietersrus 2 1 0 0 0 0 
Elandiskraal 1 0 1 0 0 0 0 
Bokwalakwala 0 1 2 0 0 0 0 
I Sub-total 13 27 56 0 0 0 0 
Southern regiol Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Hlogotloli 1 0 5 0 a 0 0 
Phokoane 1 1 4 0 0 0 0 
Sephakli 2 1 1 0 0 0 0 
Marishane 1 a 3 0 0 a 0 
Phaahla 0 2 0 0 0 0 
Probeerin 0 0 0 0 0 
024 
Rebone 0 0 0 0 0 0 0 a 0 3 
Mankuwe a 0 0 0 0 0 0 0 0 2 
Weldevreden 0 0 a 0 0 0 0 0 0 2 
Jakkalskruil 0 0 0 0 0 0 0 0 0 2 
Mokamole 0 a 0 0 0 0 0 0 0 3 
Paulos a 0 0 0 0 0 0 0 0 2 
Mapela 0 0 0 0 0 0 0 0 0 4 
Tshamahansi 0 0 0 0 0 0 0 0 a 3 
Mamasele!a 0 0 0 0 0 0 0 0 0 6 
Vaalkop 0 0 0 0 0 0 0 0 0 2 
Pholotsi 0 0 0 0 0 0 0 0 0 2 
Phafola 0 0 0 0 0 0 0 0 0 2 
Mobile: Baker 0 0 0 0 0 0 0 0 0 7 
Mobile: Koedc 0 0 0 0 0 a 0 0 0 1 
Mobile: Beaut 0 0 0 0 0 0 0 0 0 1 
Mobile: Mapel 0 0 0 0 0 0 0 a 0 4 
Mobile: Pal ala 0 0 0 0 0 0 0 0 0 
Mobile A 0 0 0 0 0 0 0 0 0 3 
Mobile: Roedt 0 0 0 0 0 0 0 0 0 2 
Mobile: Sterkr 0 0 0 0 0 0 0 0 0 3 
Mobile: POtgiE a 0 0 0 0 0 0 0 0 4 
Gillerr 0 0 0 0 0 0 0 0 0 2 
Mahwelerems 0 0 0 0 0 0 0 0 0 10 
Mahweierems 0 0 0 0 0 0 0 0 0 6 
Potgietersrus 0 0 0 0 0 0 0 0 0 4 
E!andiskraal 0 0 0 0 0 0 0 0 0 2 
Bokwalakwala 0 0 0 0 0 0 0 0 0 3 
I Sub-total 0 0 0 0 0 0 0 0 0 961 
Southern regit Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Hlogotloli 0 0 0 0 0 0 0 0 0 6 
Phokoane 0 0 0 0 0 0 0 0 0 6 
Sephakli 0 0 0 0 0 0 0 0 0 4 
Marishane 0 0 0 0 0 0 0 0 0 4 
Phaahla 0 0 0 0 0 0 0 0 0 3 
Probeerin 0 0 0 0 0 0 0 0 0 2 
025 
Klipspruit 0 0 0 a 0 0 
Goedgedacht 0 0 2 0 0 0 0 
Kensaam 1 0 2 0 0 0 0 
Rietfontein 0 1 1 0 0 0 a 
Mampane 2 0 2 0 0 0 0 
Mmotwaneng 2 0 1 0 0 0 0 
Dikgalopeng 2 0 2 0 0 0 0 
Matsepe 2 1 2 0 0 0 0 
Rammupudu 2 1 2 0 0 0 0 
Magalies 2 0 2 0 0 0 0 
Setlaboswana 2 0 1 0 0 0 0 
Leeufontein 2 2 0 0 0 a 
Motetema 2 1 2 0 0 0 0 
Rakgoadi 2 0 2 0 0 0 0 
Moeding 2 0 0 0 0 0 
Mmutlane 0 1 0 0 0 0 0 
Mashabela 0 0 2 0 0 0 0 
Motsepe 0 0 1 0 0 0 0 
Mmanatoane 0 1 0 0 0 0 0 
Selepe 0 1 0 0 0 0 0 
Mecklengberg 1 1 1 0 0 0 0 
Rietfontein 0 0 2 0 0 0 0 
Sterkspruit 0 0 2 0 0 0 0 
SchlikmanskJoc 0 0 2 0 0 0 0 
Basskioof 0 0 2 0 0 0 0 
Bothashoek 2 0 2 0 0 0 0 
Eerstegeluk 1 0 1 0 0 0 0 
Naboomkopies 1 1 1 0 0 0 0 
Praktiseer 1 0 2 0 0 0 0 
Taung 0 1 1 0 0 0 0 
Poli 0 ~ 2 0 0 0 0 I 
Jane Furse 0 0 2 0 0 0 0 
Marufaneng 0 2 0 0 0 0 
Manganeng 1 0 2 0 0 0 0 
Mailapitsane 0 0 2 0 0 0 0 
Magnet height~ 0 0 2 0 a 0 0 
026 
Klipspruit 0 0 0 0 0 0 0 0 0 1 
Goedgedacht 0 0 0 0 0 0 0 0 0 2 
Kensaam 0 0 0 0 0 0 0 0 0 3 
Rietfontein 0 0 0 0 0 0 0 0 0 2 
Mampane 0 0 0 0 0 0 0 0 0 4 
Mmotwaneng 0 0 0 0 0 0 0 0 0 3 
Oikgalopeng 0 0 0 0 0 0 0 0 0 4 
Matsepe 0 0 0 0 0 0 0 0 0 5 
Rammupudu 0 0 0 0 0 0 0 0 0 5 
Magalies 0 0 0 0 0 0 0 0 a 4 
Setlaboswana 0 0 0 0 0 0 0 0 0 3 
Leeufontein 0 0 0 0 0 0 0 0 0 5 
Motetema 0 0 0 0 0 0 0 0 0 5 
Rakgoadi 0 0 0 0 0 0 0 0 0 4 
Moeding 0 0 0 0 0 0 0 0 0 3 
Mmutlane 0 0 0 0 0 0 0 0 0 1 
Mashabela 0 0 0 0 0 0 0 0 0 2 
Motsepe 0 0 0 0 0 0 0 0 a 1 
Mmanatoane 0 0 0 0 0 0 0 0 0 1 
Selepe 0 0 0 0 0 0 0 0 0 1 
Mecklengberg 0 0 0 0 0 0 0 0 0 3 
Rietfontein 0 0 0 0 0 0 0 0 0 2 
Sterkspruit 0 0 0 0 0 0 0 0 0 2 
Schlikmansklc 0 0 0 0 0 0 0 0 0 2 
Basskloof 0 0 0 0 0 0 0 0 0 2 
Bothashoek 0 0 0 0 0 0 0 0 0 4 
Eerstegeluk 0 0 0 0 0 0 0 0 0 2 
Naboomkopie 0 0 0 0 0 0 0 0 0 3 
Praktiseer 0 0 0 0 0 0 0 0 0 3 
Taung 0 0 0 0 0 0 0 0 0 2 
Poli 0 0 0 0 0 0 0 0 0 3 
Jane Furse 0 0 0 0 0 0 0 0 0 2 
Marulaneng 0 0 0 0 0 0 0 0 0 3 
Manganeng 0 0 0 0 0 0 0 0 0 3 
Mailapitsane 0 0 0 0 0 0 0 0 0 2 
Magnet heigh1 0 0 0 0 0 0 0 0 0 2 
027 
Mohlaletsi 0 0 3 0 0 0 0 
Seroka 0 0 2 0 0 0 0 
Madibaneng 0 0 2 0 0 0 0 
Radinqwane 0 0 2 0 0 0 0 
Phaahlamaano 0 0 2 0 0 0 0 
Mailasegone 0 0 2 0 0 0 0 
Mphanama 0 0 2 0 0 0 0 
Mamone 0 0 2 0 0 0 0 
Nehabeleng 0 0 4 0 0 0 0 
Nkoana 1 a 2 0 0 0 0 
Ngoabe 0 0 2 0 0 0 0 
Schoonoord 2 0 3 0 0 0 0 
Moiplaats 0 0 2 0 0 a 0 
I Sub-total 39 16 102 0 0 0 0 
Northern regior Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Siloam 0 5 4 0 0 1 0 
Mudimeli 0 0 1 0 0 0 0 
Makhado 0 4 5 0 0 1 0 
Tshikulani 0 1 1 0 0 0 0 
Rabali 0 0 2 0 0 0 0 
Mephephu 0 0 3 a 0 0 0 
Straightae a 0 2 a 0 0 0 
Khomele 0 0 1 0 0 0 a 
Tshawara 0 0 2 0 0 0 0 
Matsa 0 0 2 0 0 0 0 
Ntudimeli 0 0 1 0 0 0 0 
Mauluma 0 0 2 0 0 0 0 
Fondiwe 0 1 2 0 0 0 0 
Valdezia 1 1 2 0 0 0 0 
Kuruleni 0 1 2 a a 0 a 
Marseilles 2 6 2 a 0 0 0 
Heldef'Alater 1 2 1 0 0 0 0 
Bungeni 3 7 4 0 0 0 0 
Khansone 3 4 2 0 0 0 0 
Riverplaats 0 2 0 a 0 0 
028 
Mohlaletsi 0 0 0 0 0 0 0 0 0 3 
Seroka 0 0 0 0 a 0 a 0 a 2 
Madibaneng 0 0 a a 0 0 0 a 0 2 
Radinqwane 0 0 0 0 a 0 a 0 a 2 
Phaahlamaan a 0 a a a 0 0 0 0 2 
Mailasegone 0 0 a 0 a 0 a 0 a 2 
Mphanama 0 0 0 0 0 0 0 0 0 2 
Mamone 0 0 0 0 a 0 0 0 0 2 
Nehabeleng 0 0 0 0 0 0 0 0 0 4 
Nkoana a 0 0 0 a 0 0 0 0 3 
Ngoabe 0 0 0 0 a 0 0 0 0 2 
Schoonoord 0 0 0 0 0 0 0 0 0 5 
MOielaats 0 0 0 0 a 0 0 0 0 2 
I Sub-total 0 0 0 0 0 a 0 0 a 1571 
Northern regie Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Siloam a 0 0 0 0 0 0 0 0 10 
Mudimeli 0 0 0 0 0 0 0 0 0 1 
Makhado a 0 0 0 0 0 0 0 0 10 
Tshikulani 0 0 0 0 0 0 0 0 0 2 
Rabali 0 0 0 0 0 0 0 0 0 2 
Mephephu 0 0 0 0 0 0 0 0 a 3 
Straightae 0 0 0 0 a 0 0 0 0 2 
Khomele 0 0 0 0 0 0 0 0 0 1 
Tshawara 0 0 0 0 0 0 0 0 0 2 
Matsa a 0 0 0 0 0 0 0 0 2 
Ntudimeli 0 0 0 0 0 0 0 0 0 1 
Mauluma 0 0 0 0 0 0 0 a 0 2 
Fondiwe 0 0 0 0 a 0 a 0 0 3 
Valdezia a 0 0 0 a 0 0 0 0 4 
Kuruleni 0 a 0 0 0 0 0 0 0 3 
Marseilles 0 0 0 0 0 0 0 0 0 10 
Helderwater 0 0 0 0 0 0 0 0 0 4 
Bungeni a 0 0 0 a 0 0 0 0 14 
Khansone 0 0 0 0 0 0 0 0 0 9 
Riverplaats 0 0 0 0 a 0 0 0 0 3 
029 
Masakona 2 3 1 0 0 0 0 
Nthabalala 0 1 3 0 0 0 0 
Mulima 1 2 0 0 0 0 
Muila 1 1 0 0 0 0 
Mnwanani 2 1 0 0 0 0 
Oe Hoop 2 1 2 0 0 0 0 
Mashani 1 3 1 0 0 0 0 
Waterval 4 0 4 0 0 0 0 
Mashemba 1 2 2 0 0 0 0 
Mobiles 6 4 2 0 0 0 0 
Nthlaveni C 1 2 0 0 0 0 0 
Mhinga 1 3 3 0 0 0 0 
Nthlaveni 0 1 1 0 0 0 0 
Mtititi 1 1 1 0 0 0 0 
Shingwedzi 1 1 2 0 0 0 0 
Tlangelani 1 1 2 0 0 0 0 
Mphambo 7 3 3 0 0 0 0 
Shigaio 1 2 1 0 0 0 0 
Mavambe 2 1 1 0 0 0 0 
Shikundu 1 1 2 0 0 0 0 
Nthlaveni E 1 1 2 0 0 0 0 
O. Fraser clinic 2 3 2 0 0 0 0 
I Sub-total 49 72 81 0 0 2 0 
Lmweld region Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
x x x x x x x 
Central region Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
x x x x x x x 
'Total (clinics and CHCs) 101 115 239 0 0 2 0 
Total (Community & Hasp OPO) 120 142 264 2 3 4 5 
Total (Hasp and Comm) 290 404 483 10.6 55 22 5 
030 
Masakona 0 0 0 0 0 0 0 0 0 6 
Nthabalala 0 0 0 0 a 0 a 0 0 4 
Mulima 0 0 0 0 a 0 0 0 0 4 
Muila 0 0 0 0 0 0 a 0 0 3 
Mnwanani a 0 0 0 0 0 0 0 a 4 
De Hoop 0 0 0 0 0 0 0 0 0 5 
Mashani 0 0 0 0 0 0 0 0 0 5 
Waterval 0 0 a 0 0 0 0 0 0 8 
Mashemba 0 0 0 0 0 0 0 0 0 5 
Mobiles a a 0 0 a 0 0 0 0 12 
Nthlaveni C a 0 0 0 0 0 0 0 0 3 
Mhinga a a 0 0 0 0 0 0 0 7 
Nthlaveni D 0 0 0 0 0 0 0 a 0 3 
Mtititi 0 0 a 0 a a 0 a a 3 
Shingwedzi 0 0 0 a a a a a 0 4 
Tlangelani 0 0 0 0 0 0 a 0 a 4 
Mphambo 0 0 0 a 0 0 0 0 0 13 
Shigalo 0 0 0 0 0 0 0 0 0 4 
Mavambe 0 0 0 0 0 0 0 0 0 4 
Shikundu 0 0 0 0 0 0 0 0 0 4 
Nthlaveni E 0 a 0 0 0 0 0 0 0 4 
D. Fraser dini 0 0 0 0 0 0 0 0 0 7 
I Sub-total 0 a 0 0 0 0 0 0 0 2041 
Lowveld regio Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
x x x x x x x x x 0 
0 
Central region Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
x x x x x x x x x 0 
Total (clinics and CHCs) a 0 0 0 0 0 0 0 457 
Total (Community & Hosp OPD) 0 0 0 14 8 564 
Total (Hasp and Comm) 0.5 0 3.35 0 18.85 2.8 10 268 1305.1 
031 
Province Sector Level Name 
Mpumalar Hosp Inpt Distr hasp Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Witbank x x x x x x x 
Rob Ferrera 0.5 1 0.5 0 0 0,2 a 
Barberton 2 1 3 0 a 0,5 a 
Shongwe 1 1 1 0,1 0 1 0 
Standerton x x x x x x x 
Embhuleni 5 2 1 1 0 1 a 
Mmametlhake 2.3 2,2 1.8 0 0 2 0 
Amajuba 2 0.25 0.25 0 0 0 a 
Elise Ballot 0 0,1 0 0 0 0.2 0 
Philadelphia 3 2 3 0 0 0 0 
Themba 4 5 0 1 0 0 0 
Piet Retief 0 4 0 0 0 0 0 
Lydenburg 0 2 6 0 0 0 0 
H.A Grove 0 0.2 1 0 0 0 0 
Evander 11 18 18 1 0 0 0 
ITotal (Hospital lnpatient) 30.8 38.75 35.55 3.1 0 4.9 0 
Hosp OPO Distr hosp Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Witbank 0 0 1 1 0 0 0 
Rob Ferrera 0 2 0 0,1 0 0,1 0 
Barbeton 5 3 6 0 0 0.5 0 
Shongwe 0 0.2 0 0 0 0 0 
Standerton x x x x x x x 
Embhuleni 5 2 1 0 0 0 a 
Mamethlake a 0.1 0 0 0 0 0 
Amajuba 0 0 0 0 0 0 0 
Elise Ballot 0 0 0 0 0 0 a 
Philadelphia x x x x x x x 
Themba 0 0 0,25 0 0 0 
Piet Retief x x x x x x x 
Lydenburg 0 0 0 0 0 0 0 
H.AGrove 0 0 0 0 0 0 0 
032 
Sector Level Name 
Hosp Inpt Distr Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other TOTAL 
Witbank x x x x x x x x x 0 
Rob Ferrera 0 a 0 0 0 0 a a 0 2.2 
Barberton 0.5 0 0 0 1 1 0 0 0 9 
Shongwe 0 0 a 0 0.2 0 0 0 0 4.3 
Standerton x x x x x x x x x 0 
Embhuleni 0 0 0 0 1 2 a 0 0 13 
Mmametlhake 0 a 0 0 7 1 a 0 0 16.3 
Amajuba 0 0 a 0 0.2 0 0 0 0 2.7 
Elise Ballot 0 0 0 0 1 0 a 0 0 1.3 
Philadelphia 0 0 0 a 1 0 0 0 0 9 
Themba 0 0 1 0 1 0.1 0 a 0 12.1 
Piet Retief a 0 0 0 0 0 0 0 0 4 
Lydenburg 0 a 0 a 2 1 0 0 0 11 
H.A Grove 0 0 0 0 0 0 0 0 0 1.2 
Evander 0 a 0.2 0 0 0 0 0 0 48.2 
I Total (Hospital inpatient) 0.5 0 1.2 a 14,4 5.1 0 a a 134.31 
Hosp OPO Distr hasp Psychologist I ntem Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Witbank 0 0 2 0 1 a a 0 0 5 
Rob Ferrera 0 0 a a a a a a 0 2.2 
Barbeton 0.5 a 0.5 a 1 1 a 0 0 17.5 
Shongwe a 0 0 a a a 0 a 0 0.2 
Standerton x x x x x x x x x a 
Embhuleni 0 0 a a 0.2 a 0 0 a 8.2 
Mamethlake a a 0 0 a a 0 3 a 0.1 
Amajuba 0 0 a 0 0 0 0 a 0 0 
Elise Ballot 0 0 a a 0 a a 0 0 0 
Philadelphia x x x x x x x x x 0 
Themba 0 0 0.2 0 0.5 0 a 0 0 1.95 
Piet Retief x x x x x x x x x a 
Lydenburg 0 0 0 0 0 0 0 0 0 0 
H.A Grove a a a 0 a 0 0 0 0 0 
D33 
Total (Hospital OPO) 10 8,3 8 1,35 0 0,6 0 
Total (Hospital inpatient & OPD) 40,8 47,05 43,55 4.45 0 5,5 0 
Community c District Name of clinic Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Tonga All clinics 0 1 0 0 ° ° 0 I Sub-total 0 1 0 0 0 0 0 
Witbank All clinics 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 
Lydenburg All clinics 0 1 0 1 0 0,1 ° I Sub-total 0 1 0 1 0 0,1 0 
Standerton All clinics 0 1 0 ° ° 0 0 I Sub-total 0 1 0 0 0 0 0 
Piet Retief Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
New Driefonteil 0 4 0 0 0 0 0 
Old Oriefontein 0 2 0 0 0 0 0 
Iswepe 0 0 0 0 0 0 0 
Mobile I 0 0 0 0 0 0 0 
Mobile II 0 0 0 0 0 0 ° Mobile III 0 0 0 0 0 0 0 
\ Sub-total 0 6 0 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
White River- All clinics 0 3 0 0 0 0 0 
Hazyview 1 0 2 ° 0 0 0 Shabalaga 0 0 0 0 0 0 
Bongani 2 0 1,5 0 0 0 0 
Mthimba 0 0 0,75 0 0 0 0 
Jerusalem 1 0 0,25 0 0 0 0 
Manzini 1 0 0,75 0 0 0 0 
Legogote 1 0 1 0 0 0 0 
Mbonisweni ° ° 0,5 0 0 ° 0 Dwalisini 0 0 0,75 0 0 0 ° 
034 
0,5 o 2.7 o 2.7 o 3 o 35.15 
1 o 3.9 o 17.1 6.1 o 3 o 169.45 
Communit: District Name of clinic Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOT AL 
Tonga All clinics 0 0 0 0 0 0 0 0 0 1 
'Sub-total 0 0 0 0 0 0 0 0 0 11 
Witbank All clinics 0 0 0 0 0 0 0 0 0 1 
I Sub-total 0 0 0 0 0 0 0 0 0 11 
o 
Lydenburg All clinics 0 0 0 0 0 0 0 0 0 2.1 
I Sub-total 0 0 0 0 0 0 0 0 0 2.11 
Standerton All clinics 0 0 0 0 0.1 0 0 0 0 1.1 
I Sub-total 0 0 0 0 0.1 0 0 0 0 1.1j 
Piet Retief Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOT AL 
New Driefonte 0 0 0 0 0 0 0 0 0 4 
Old Driefontei 0 0 0 0 0 0 0 0 0 2 
Iswepe 0 0 0 0 0 0 0 0 0 0 
Mobile I 0 0 a 0 0 a 0 0 a 0 
Mobile II 0 0 0 0 0 0 0 0 0 0 
Mobile III 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 0 0 61 










Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOT AL 
o 0 1 0 2 0 a 0 0 6 
o 0 0 0 0 0 0 0 0 3 
o 0 0 0 0 0 0 0 0 1 
o 0 0 0 0 0 0 0 0 3.5 
o 0 0 0 0 0 0 0 0 0.75 
o 0 0 0 0 0 0 0 0 1.25 
a 0 0 0 0 0 0 0 0 1.75 
o 0 0 0 0 0 0 0 0 2 
o 0 0 0 0 0 0 0 0 0.5 
o 0 0 0 0 0 0 0 0 0.75 
035 
Clau-Clau 0 0 0.75 0 0 0 0 
Mafoko 0 0 0.25 0 0 0 0 
Khumbula 0 0 0.5 0 0 0 0 
Gutshwa 0 0 0.5 0 0 0 0 
White River 0 0 0.1 0 0 0 0 
Kru£!er Nationa 0 0 0.5 0 0 0 0 
I Sub-total 6 3 11.1 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Kwa-Mhlangi All clinics 0 3 0 1 0 0 0 
I Sub-total 0 3 0 1 0 0 0 
Nelspruit All clinics 0 3 0 0 0 0 0 
I Sub-total 0 3 0 0 0 0 0 
Barberton All clinics 0 1 0 0 0 0 0 
1 Sub-total 0 1 0 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Eerstehoek-( All clinics 0 1 0 0 0 0 0 
Tjakastad 2 0 0.2 0 0 0 0 
Mooiplaas 2 0 0.01 0 0 0 0 
lsomilani 4 0 1 0 0 0 0 
Vlakpiaas 3 0 0.01 0 0 0 0 
Carolina mobilE 0 0 0.01 0 0 0 0 
Badplaas mobil 1 0 0.01 0 0 0 0 
Southern clinic: 3 0 0 0 0 0 0 
Central clinics I 2 0 1 0 0 0 0 
Carolina 2 0 1 0 a 0 0 
Eerstehoek 3 0 1 0 0 0 0 
Oiepdale 2 0 1 0 0 0 0 
Fernie I 2 0 0.2 0 0 0 0 
Fernie II 1 0 0.2 0 0 0 0 
Mayflower 4 0 0.2 0 0 0 0 
Dundonald 12 0 0.3 0 0 0 0 
Glenmore 2 0 0.3 0 0 a 0 
SwalI ownest 2 0 0.2 0 0 0 0 
Betty Goed 2 0 0.01 0 0 0 0 
036 
Clau-Clau 0 0 0 0 0 0 0 0 0 0.75 
Mafoko 0 0 0 0 0 0 0 0 0 0.25 
Khumbula 0 0 0 0 0 0 0 0 a 0.5 
Gutshwa 0 0 0 0 0 0 0 0 0 0.5 
White River 0 0 0 0 0 0 0 0 0 0.1 
Kruger Nation 0 0 0 0 0 0 0 0 0 0.5 
rsui):.total 0 0 1 0 2 0 0 0 0 -73JJ 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOT AL 
Kwa-Mhlan· All clinics 0 0 0 0 0 0 0 0 0 4 
I Sub-total . 0 0 0 0 0 0 0 0 0 41 
Nelspruit All clinics 0 0 0 0 0 0 0 0 0 3 
I Sub-total 0 0 0 0 0 0 0 0 0 31 
Barberton All clinics 0 0 0 0 0 0 0 0 0 1 
I Sub-total 0 0 0 0 0 0 0 0 0 11 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Eerstehoek All clinics 0 a 0 0 0 0 0 0 0 1 
Tjakastad 0 0 0 0 0 0 0 0 0 2.2 
Mooiplaas 0 0 0 0 0 0 0 0 a 2.01 
lsomilani 0 0 0 0 0 0 0 0 0 5 
Vlakplaas 0 0 0 0 0 0 0 0 0 3.01 
Carolina mobi 0 0 0 0 0 0 0 0 0 0.01 
Badplaas mot 0 0 0 0 0 0 0 0 a 1.01 
Southern clin!, 0 0 0 0 0 0 0 0 0 3 
Central clinics 0 0 0 0 0 0 0 0 0 3 
Carolina 0 0 0 0 0 0 0 0 0 3 
Eerstehoek 0 0 0 0 0 0 0 0 0 4 
Diepdale 0 0 0 0 0 0 0 0 0 3 
Fernie I 0 0 0 0 0 0 0 0 0 2.2 
Fernie II 0 0 0 0 0 0 0 0 0 1.2 
Mayflower 0 0 0 0 0 0 0 0 0 4.2 
Dundonald 0 0 0 0 0 0 0 0 0 12.3 
Glenmore 0 0 0 0 0 0 0 0 0 2.3 
Swailownest 0 0 0 a 0 0 0 a 0 2.2 
Betty Goed 0 0 0 a 0 0 0 0 0 2.01 
037 
Hartebeeskop 3 0 0.2 0 0 0 0 
Mtlazatshe 2 0 0.01 0 0 0 0 
I Sub-total 54 6.86 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Shongwe All clinics 0 1 0 0 0 0 0 
Jeppes reef 0 0 0.1 0 0 0 1 
Schaemansdal 0 0 0.01 0 0 0 0 
Oriekoppies 0 0 0 0 0 0 0 
Mlddelplaas 0 0 0.1 0 a a a 
Phiva 0 0 0 0 0 0 0 
Langeloop 0 0 0.1 0 0 0 1 
Boschfontein 0 0 0.1 0 0 0 0 
Mzinti 0 0 0.1 0 0 1 1 
Sihlangu 0 0 0 0 0 0 0 
Mgobodi 0 0 0 0 0 0 1 
Sikhwahlane 0 0 0.1 0 0 0 0 
Kamhlishwa 0 0 0.1 0 0 0 0 
Jeppes Rust 0 0 0 0 0 0 0 
Mobiles 0 0 0 0 0 0 0 
I Sub-total 0 1 0.71 0 0 1 4 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Mmametlha~ All clinics 0 1 0 0 0 0 0 
Marapyane He; 0 0 0.06 0 0 2 0 
Allemansdrift f-' 0 0 0.05 0 0 0 0 
Mammetlhake 0 0 0.1 0 0 0 0 
Pankop 0 0 0.2 0 0 0 0 
Mokaneng 0 0 0.1 0 0 0 0 
Seabe 0 0 0.2 0 0 0 0 
Lefisaane 0 0 0.1 0 0 0 0 
Ga-Maria 0 0 0.01 0 0 0 0 
Bloedfontein 0 0 0.1 0 0 0 0 
Troya 0 0 0.01 0 0 0 0 
Lading 0 0 0.01 0 0 0 0 
Vaalbank 0 0 0.1 0 0 4 0 
Witlaagte 0 0 0.01 0 0 0 0 
Kalkfontein 0 0 0.01 0 0 0 0 
038 
Hartebeeskop 0 0 0 0 0 0 0 0 0 3.2 
Mtlazatshe a 0 0 0 0 0 0 0 0 2.01 
I Sub-total 0 0 0 0 0 0 0 0 ()- 61.861 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Shongwe AI! clinics 0 0 0 0 0 0 0 0 0 1 
Jeppes reef 0 0 0 0 0 0 0 0 0 1.1 
SchoemansdE 0 0 0 0 0 0 0 0 0 0.01 
Driekoppies 0 0 0 0 0 0 0 0 0 0 
Middelplaas 0 a 0 a 0 0 0 0 0 0.1 
Phiva 0 0 0 0 0 0 0 0 0 0 
Langeloop 0 0 0 0 0 0 0 0 0 1 .1 
Boschfontej n 0 0 a 0 0 0 0 0 0 0.1 
Mzinti a 0 0 0 0 0 0 0 0 2.1 
Sihlangu 0 0 0 0 0 0 0 0 a 0 
Mgobodi 0 a 0 0 0 0 0 a 0 1 
Sikhwahlane 0 0 0 0 0 0 0 0 0 0.1 
Kamhllshwa 0 0 0 0 0 0 0 0 0 0.1 
Jeppes Rust 0 0 0 0 0 0 0 0 0 0 
Mobiles 0 0 0 0 0 0 0 0 0 0 
[SliEFfotal 0 0 0 0 0 0 0-. 0- -0 - 6.71] 















Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
00010 0 000 2 
o 0 0 0 0 0 0 0 0 2.06 
o 0 0 0 2 0 0 0 0 2.05 
o 0 0 0 0 0 0 0 0 0.1 
o 0 0 0 0 0 0 0 a 0.2 
o 0 0 0 0 0 0 0 0 0.1 
o a 0 0 0 0 0 0 0 0.2 
a 0 0 0 0 0 0 0 0 0.1 
o 0 0 0 0 0 0 0 0 0.01 
o 0 0 0 0 0 0 0 0 0.1 
o 0 0 0 0 0 0 0 0 0.01 
o 0 0 0 0 0 0 0 0 0.01 
o 0 0 0 0 0 0 0 0 4.1 
o a 0 0 0 0 0 0 0 0.01 
o 0 0 0 0 0 0 0 0 0.01 
039 
Mobile: Allema 0 0 0 0 0 0 0 
Mobile: Mmam 0 0 0 0 0 0 0 
iSub-total 0 1 1.06 0 0 6 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Volksrust Joubert st 0 0,25 0,25 0 0 0 1 
Hoop str Perde 0 0 0.25 0 0 0 1 
Wakkerstroom 0 0 0.12 0 0 0 0 
Schoon st 0 0 0.12 0 0 0 1 
Vukuzakhe 0 0.12 0 0 0 0 1 
Amajuba meme 0 0 0.12 0 0 0 0 
Amersfoort 0 0 0.12 0 0 0 0 
Enamakhule 0 0 0.12 0 0 0 0 
I Sub-total 0 0.37 1.1 0 0 0 4 
Secunda All clinics 0 1 0.1 0 0 0 0 
I SUb-total 0 1 0.1 0 0 0 0 
Total (Community clinics and CHCs) 60 24.37 20.93 2 0 7.1 8 
Total (Community and Hosp OPO)) 70 32.67 28.93 3.35 0 7.7 8 
Total (Hosp and Community) 100.8 71.42 64.48 6.45 0 12.6 8 
Province Sector Level Name 
N. West Hosp Inpt Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Ps~ch Hose Boehelon9 6 35 1 1 4 1 0 
I Sub-total 6 35 1 1 4 1 0 
Gen hosp Potchefstroom 3 6 3 0 0 0,5 0 
Odi 3 0 0 0 0 0 
George Stegm, 0 0 0 0 0 0 
Tshwara9ano 2 2 2 0 0 1 0 
I Sub-total 8 9 6 0 0 1.5 0 
Distr hosp Jubilee 4 6 0 1 1 
Thusong 4 4 5 0 0 
040 
Mobile: AHem 0 0 0 0 0 0 0 0 0 0 
Mobile: Mmar 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 1 2 0 0 0 0 11 ]6] 
Psychologist Intem Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Voiksrust Joubert st 0 0 0 0 0 0 0 0 0 1.5 
Hoop str Perd 0 0 0 0 0.1 0 0 0 a 1.35 
Wakkerstroon 0 0 0 0 0 0 0 0 0 0.12 
Schoonst 0 0 0 0 0.12 0 0 0 0 1.24 
Vukuzakhe 0 0 0 0 0 0 0 0 0 1.12 
Amajuba men 0 0 0 0 0.2 0 0 0 0 0.32 
Amersfoort 0 0 0 0 0 0 0 0 0 0.12 
Enamakhule 0 0 0 0 0 0 0 0 0 0.12 
I Sub-total 0 0 0 0 0.42 0 0 0 0 5.89/ 
Secunda All clinics o o o o o o o o o 1.1 
I Sub-total 0 0 0 0 0 0 0 0 0 1.1 , 
Total (Community clinics and CHCs) 0 0 1 1 4.52 0 0 0 0 128.92 
Total (Community and Hosp OPO)) 0.5 0 3.7 1 7.22 1 0 3 0 164.07 
Total (Hosp and Community) 1 0 4.9 21.62 6.1 0 3 0 298.37 1 
Sector Level Name 
Hosp Inpt Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOT AL 
Psych HosE Bophelong 0 1 0 0 3 0 0 0 0 52 
I Sub-total 0 1 0 a 3 0 0 a 0 52/ 
0 
Gen hasp Potchefstroon 0.25 0 0.2 a 0.2 0.1 0 0 0 13.25 
Odi 0 0 0.1 0 2 1 0 4 4 7.1 
George Stegn 0 0 0 0 1 1 5 0 0 8 
Tshwara~ano 0 0 0 0 1 1 0 0 0 9 
Sub-total 0.25 0 0.3 0 4.2 3.1 5 4 4 37.35 
Distr hasp Jubilee 0 0 0 0 1 3 7 8 4 25 
Thusong 0 a 0 0 1 0.2 0 0 0 16.2 
041 
Ge. De la Ret: 0 0.1 
Sub-total 8 10.1 
I 
Total (Hospital Inpatients) 22 54.1 
Hospital OPO Enrol Nurses Psych Nurses 
Ps~ch Hosp Bophelonli! 1 2 
I Sub-total 1 2 
Gen hosp Potchefstroom 2 2 
Odi 3 0 
George Stegm, 0 1 
Tshwaragano 2 2 
I SUb-total 7 5 
Distr hosp Jubilee 0 3 
Thusong 2 1 
Ge. De la Rey: 0 0 
Sub-total 2 4 
I 
Total (Hospital OPO) 10 11 
Total (Hospital Inpatient & OPO) 32 65.1 



















































































































Ge. De la Re o o o o 0.1 o o o o 0.3 
Sub-total o o o o 2.1 3.2 7 8 4 41.5 
0.25 1 0.3 o 9.3 6.3 12 12 8 130.85 
Hospital OPO Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psych Hos~ Bophelong 0 0 0 0 1 0 0 0 0 4 
I Sub-total 0 0 0 0 0 0 0 0 41 
o 
Gen hasp Potchefstroon 1 0 1 0 2 1 0 0 0 15 
Odi 0 0 0.1 0 2 1 0 4 4 7.1 
George Stegn 0 a 0 0 1 1 5 0 0 8 
Tshwaragano a 0 0 0 1 1 0 0 0 9 
I Sub-total 1 0 1.1 0 6 4 5 4 4 39.11 
Oistr hosp Jubilee 0 0 0 0 1 0.7 0.7 1 0 9.4 
Thusong 0 0 0 0 0.5 0.2 0 0 0 7.7 
Ge. De la Rei 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 1.5 0.9 0.7 1 0 17.1 
Total (Hospital OPO) 1 0 1.1 0 8.5 4.9 5.7 5 4 60.2 
Total (Hospital Inpatient & OPO) 1.25 1.4 a 17.8 11.2 17.7 17 12 191.05 
Communit: ~istrict Name of clinic Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Mogwase "33 clinics" 0 0 0 0 3 3 0 0 0 17 
Mobile clinics 0 0 a 0 0 1 0 0 0 3 
Mogwase Hea 0 0 0 0 2 0 2 0 0 6 
I Sub-total 0 0 0 0 5 4 2 0 0 261 
Ganyesa "13 clinics" 
Tlakgang 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
o 0 0 0 0 2 0 0 0 7.3 
o 0 0 0 0 0 0 0 0 0 
043 
· -- .. -~-
I Sub-total 3 1.3 0 0 0 0 
Klerksdorp "17 clinics" 0 2 0 0 0 0.1 0 
I SUb-total 0 2 0 0 0 0.1 0 
Morokung 0 0 0 0 0 0 0 0 0 0 
Kgokgajane 0 0 0 0 0 0 0 0 0 0 
Kgokgole 0 0 0 0 0 0 0 0 0 0 
Eckron 0 0 0 0 0 0 0 0 0 0 
Tlopeng 0 0 0 0 0 0 0 0 0 0 
Tseage 0 0 0 0 0 0 0 0 0 0 
Kokoga 0 0 0 0 0 0 0 0 0 0 
I SUb-total 0 0 0 0 0 2 0 0 0 7.31 
Klerksdorp "17 clinics" 0.2 0 0.1 0 0 0.1 0 0 0 2.5 
I SUb-total 0.2 0 0.1 0 0 0.1 0 0 0 2.51 
o 
Vryburg "14 clinics" 0 0 0 0 0.1 0.2 a 0 0 2 
Stella 0 0 0 0 0 0 0 0 0 0 
Lavuma 0 0 0 0 0 0 0 0 0 0 
Bithakwana 0 0 0 0 0 0 0 0 0 0 
Bevondale 0 0 0 0 0 0 0 0 0 0 
Lykso 0 0 0 0 0 0 0 0 0 0 
Col ridge 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0.1 0.2 0 0 0 21 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Rustenburg 
"1 Urban" 0 0 0 0 0.33 0 0 0 0 1 
"7 Peri-urban" 0 0 0 0 0.33 0 0 0 0 1 
"11 Rural" 0 0 0 0 0.33 0 0 0 0 1 
I Sub-total 0 0 0 0 0.99 0 0 0 0 31 
Kudumane Kagisho 0 0 0 0 0.25 0.25 0 0 0 1.5 
Loopen 0 0 0 0 0.25 0.25 0 0 0 1.5 
Ben Del 0 0 0 0 0.25 0.25 0 0 0 1.5 
Kamden 0 0 0 0 0.25 0.25 a 0 a 1.5 
I Sub-total 0 0 0 0 1 1 0 0 0 61 

































Amalia 0 0 0 a 0 0 0 
Christiaan 0 0 0 0 0 0 0 
Bloemhof 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 1 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Ventersdorp 7 clinics, 4 mot 3 1 3 0 0 2 0 
Ventersdorp cr 0 0 0 0 0 0 0 
Gateway 0 0 0 0 0 0 0 
Tshing 0 0 0 0 0 0 0 
Mobile I 0 0 0 0 0 0 0 
Mobile" 0 0 0 0 0 0 0 
Mobile III 0 0 0 0 0 0 0 
Mobile IV 0 0 0 0 0 0 0 
Ga-Motlatla 0 0 0 0 0 0 0 
Doornkop 0 0 0 0 0 0 0 
Goedgeronde 0 0 0 0 0 0 0 
Mogopa 0 0 0 0 0 0 0 
I Sub-total 3 1 3 0 0 2 0 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Moretele-Cyverkuil 
Makopanstad 1.2 1.4 0 0 0 0 0 
Mathambo 1.2 1.4 0 0 0 0 0 
Tlakstad 1.2 1.4 0 0 0 0 0 
Kgomakgoma 1.2 1.4 0 0 0 0 0 
Thukwe 1.2 1.4 0 0 0 0 0 
I Sub-total 6 7 0 0 0 0 0 
Moretele-Cyverkuil 
Kutlwanong 0.2 0.3 0.1 0 0 0.1 0 
Lebotloane 0.2 0.3 0,1 0 0 01 0 
Moretele 0.2 0.3 0,1 0 0 0.1 0 
Dikebu 0.2 0.3 0.1 0 0 0.1 0 
!Sub-total 0.8 1.2 0.4 0 0 0.4 0 
Moretele 
D46 
Amalia 0 0 0 0 0 0 0 0 0 0 
Christiaan 0 0 0 0 0 0 0 0 0 0 
Bloemhof 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 1 1 0 0 0 41 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Ventersdoq 7 clinics, 4 me 0 0 0 0 4 1 0 0 0 14 
Ventersdorp COO 0 0 0 0 0 0 0 0 
Gateway 0 0 0 0 0 0 0 0 0 0 
Tshing 0 0 0 0 0 0 0 0 0 0 
Mobile I 0 0 0 0 0 0 0 0 0 0 
Mobile II 0 0 0 0 0 0 0 0 0 0 
Mobile III 0 0 0 0 0 a a 0 0 0 
Mobile IV 0 0 0 0 0 0 0 0 0 0 
Ga-Motlatla 0 0 0 0 0 0 0 0 0 0 
Doornkop 0 0 0 0 0 0 0 0 0 0 
Goedgeronde 0 0 0 0 0 0 0 0 0 0 
Mogopa 0 0 a 0 0 0 0 0 0 a 
I Sub-total 0 a 0 0 4 0 0 0 141 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Moretele-Cyverkuil 
Makopanstad 0 0 0 0 0 0 0 0 0 2.6 
Mathambo 0 0 0 0 0 0 0 0 0 2.6 
Tiakstad 0 0 0 0 0 0 0 0 0 2.6 
Kgomakgoma 0 0 0 0 0 0 0 0 0 2.6 
Thukwe 0 0 0 0 0 0 0 0 0 2.6 
I Sub-total 0 0 0 0 0 0 0 0 0 131 
Moretele-Cyverkuil 
Kutlwanong o o o o 0.1 0.1 o o o 0.9 
Lebotloane 0 0 0 0 0.1 0.1 0 0 0 0.9 
Moretele 0 0 0 0 0.1 0.1 0 0 0 0.9 
Oikebu 0 0 0 0 0.1 0.1 0 0 0 0.9 




I Sub-total 9 3 6.5 0 0 0.5 0.5 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Moretele-T emba 
Selepe 0 0.17 0.08 a 0 a a 
Dipethane 0 0.17 0.08 a 0 0 a 
Mukubyana 0 0.17 0.08 0 0 0 0 
RUigdestaat 0 0.17 0.08 a 0 0 0 
Ballontlokoa 0 0.17 0.08 0 0 0 0 
Moroki 0 0.17 0.08 0 a a 0 
Tlamane a 0.17 0.08 0 a 0 0 
Dr Greus 0 0.17 0.08 0 0 0 0 
Tho/se 0 0.17 0.08 0 0 0 0 
Siagboom 0 0.17 0.08 a 0 0 0 
Olvertrou 0 0.17 0.08 a 0 0 a 
Lefathfang 0 0.17 0.08 0 0 0 0 
I Sub-total 0 2.04 0.96 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Moretele 
Bosplaas 2 2 5 0 0 0 5 
Kekanastad 2 2 6 0 0 0 3 
Temba 4 2 5 0 0 0 5 
Ramotse 2 1 2 0 0 0 6 
Babelezi 1 0 2 0 0 0 0 
Maubane 2 0 2 0 0 0 7 
iSub-total 13 7 22 0 0 0 26 
Potchefstroom 
"22 clinics" 0 2 0 0 0 2 0 
iSub-total a 2 0 0 0 2 0 




I Sub-total 0 0 0 0 0 0 0 0 0 19.51 
Bodibe 0 0.22 0 0 0 0 
Polyclinic 0 0.22 0 0 0 0 
Itsoseng 0 0.22 0 0 0 a 
Matshepe 0 0.22 0 0 0 0 
Oithwaneng 0 0.22 0 0 0 0 0 
Verdwaal 0 0.22 0 0 0 0 0 
Phatsima 0 0.22 0 0 a 0 0 
Bethel 0 0.22 0 0 0 0 0 
Matile II 0 0.22 0 0 0 0 0 
Lichtenburg I a 0.11 0 a a 0 0 
Lichtenburg II 0 0.11 0 0 0 a 0 
Lichtenburg HI 0 0.11 0 0 0 0 a 
Lichtenburg IV 0 0.11 0 0 0 0 0 
Lichtenburg V 0 0.11 a 0 0 0 0 
Blydeville 0 0.11 0 0 0 0 0 
Biesiesvlei a 0.11 0 0 0 0 0 
Coligny I 0 0.11 0 0 0 0 0 
Colign~ II 0 0.11 0 0 0 0 0 
I Sub-total 0 2.97 0 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Odi 
Boekenhout 0 0.1 0 0 0 0 0 
Buffelsdooring 0 0.1 0 0 0 0 0 
Hebron 0 0.1 0 0 0 0 0 
Hoekfontein 0 0.1 0 0 0 0 0 
Ikhutseng 0 0.1 0 0 0 0 0 
Jericho 0 0.1 0 0 0 0 0 
Kgabo 0 0.1 0 0 0 0 0 
Kgabalatsane 0 0.1 0 0 0 0 0 
Kromkuil 0 0.1 0 0 0 0 0 
Maboloka 0 0.1 0 0 0 0 0 
Madibi 0 0.1 0 0 0 0 0 
Phedisong I 0 0,1 0 0 0 0 0 
Phedisong IV 0 0.1 0 0 0 0 0 
Phedisong VI 0 0.1 0 0 0 0 0 
Rabokala 0 0.1 0 0 0 0 0 
050 
80dibe 0 0 0 0 0 0 0 0 0 0.22 
Polyclinic 0 0 0 0 0 0 0 0 0 0.22 
ltsoseng 0 0 0 0 0 0 0 0 0 0.22 
Matshepe 0 0 0 0 0 0 0 0 0 0.22 
Dithwaneng 0 0 0 a 0 0 0 0 0 0.22 
Verdwaal 0 0 0 a 0 0 0 0 0 0.22 
Phatsima 0 0 0 0 0 0 0 0 0 0.22 
Bethel 0 0 0 0 0 0 0 0 0 0.22 
Matile II 0 0 0 0 0 0 0 0 0 0.22 
Lichtenburg I 0 0 0 0 0 0 0 0 0 0.11 
Lich1enburg II 0 0 0 0 0 0 0 0 0 0.11 
Uchtenburg Iii 0 0 0 0 0 0 0 0 0 0.11 
Uchtenburg 1\ 0 0 0 0 0 0 0 0 0 0.11 
Uchtenburg V 0 a 0 0 0 0 0 0 0 0.11 
Blydeville 0 0 0 0 0 0 0 0 0 0.11 
Biesiesvlei 0 0 0 0 0 0 0 0 0 0.11 
Coligny I 0 0 0 0 0 0 0 0 0 0.11 
Colien~ II 0 0 0 0 0 0 0 a 0 0.11 
I Sub-total 0 0 0 0 0 0 0 0 0 2.97 1 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Odi 
Boekenhout 0 0 0 0 0 0 0 0 0 0.1 
Buffelsdoorin~ 0 0 0 0 0 0 0 0 0 0.1 
Hebron 0 0 0 0 0 0 0 0 0 0.1 
Hoekfontein 0 0 0 0 0 0 0 0 0 0.1 
Ikhutseng 0 0 0 0 0 0 0 0 0 0.1 
Jericho 0 0 0 0 0 0 0 0 0 0.1 
Kgabo 0 0 0 0 0 0 0 0 0 0.1 
Kgabalatsane 0 0 0 0 0 0 0 0 0 0.1 
Kromkuil a 0 0 0 0 0 0 0 0 0.1 
Maboloka 0 0 0 0 0 0 0 0 0 0.1 
Madibi 0 0 0 0 0 0 0 0 0 0.1 
Phedisong I 0 0 0 0 0 0 0 0 0 0.1 
Phedisong IV 0 0 0 0 0 0 0 0 0 0.1 
Phedisong VI 0 0 0 0 0 0 0 0 a 0.1 
Rabokala 0 0 0 0 0 0 0 0 0 0.1 
D51 
Repentse 0 0,1 0 0 0 0 0 
Sedilega 0 0,1 0 0 0 0 0 
Soutpanslaagte 0 0,1 0 0 0 0 0 
Tlamelong 0 0,1 0 0 0 0 0 
Winterveldt 0 0,1 a 0 0 0 0 
Mobiles 0 0,1 0 0 0 0 0 
!Sub-total 0 2,1 0 0 0 a a 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Brits "11 clincs" 1 1 2 0 0 1 0 
Oelareyville "20 clinics" 2 3 0 0 0 
Mafikeng "29 clinics" 2 3 0 0 0 
Taung "20 clinics" 2 1 3 0 0 1 0 
Wolmaranss "6 clinics" 0 1 1 0 0 1 0 
Zeerust "18 clinics" 1 2 2 0 0 1 0 
/Sub-total 8 7 14 0 0 6 0 
Total (Clinics and CHCs) 45,8 49,82 52,36 0 0 17 26,5 
Total (Clinics and Hosp OPO) 55,8 60,82 60,36 3 22 27,5 
Total (Hosp and Community) 77,8 114,92 72,46 5 7 26,5 28,5 
Province Sector Level Name 
Free State Hosp Inpt Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Psych Hosp Potoko (Psych) 18 30 14 4 0 0 0 
Oranje 18 128 4 6 8 6 2 
I Sub-total 36 158 18 10 8 6 2 
Gen hosp Manapo 8 5 1 0 2 0 
Pelonomi 0 2 0 0 1 0 
Boitumelo 4 3 2 1 0 1 0 
National 0 0 0 0 0 0 a 
Universitas 0 0 0 0 0 0 0 
I Sub-total 12 10 3 3 0 4 0 
Distr hosp Moroko x x x x x x x 
052 
Repentse 0 0 0 0 0 0 0 0 0 0,1 
Sedilega a 0 0 0 0 0 0 0 0 0.1 
Soutpanslaag1 0 0 0 0 0 0 0 0 0 0.1 
Tlamelong 0 0 0 0 0 0 0 0 0 0.1 
Winterveldt 0 0 0 0 0 0 0 0 0 0.1 
Mobiles 0 0 0 0 0 0 0 0 0 0.1 
[Sub-total 0 0 0 0 0 0 0 0 0 2.11 
Brits "11 clincs" 
Delareyville "20 clinics" 
Mafikeng "29 clinics" 
Taung "20 clinics" 
Wolmarans "6 clinics" 
Zeerust "18 clinics" 
I Sub-total 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
o 0 0 0 1 2 0 0 0 8 
o 0 0 0 1 2 0 0 0 10 
o 0 0 0 1 2 0 0 0 10 
o 0 0 0 1 2 0 0 0 10 
o 0 0 0 1 2 0 0 0 6 
1 0 0 0 1 2 0 0 0 10 
1 0 0 0 6 12 0 0 0 54 
Total (Clinics and CHCs) 1.2 2 1.1 0 20.49 22.7 2 0 0 240.97 
Total (Clinics and Hasp OPO) 




Psych Hos~ Poloko (Psycr 
Oranje 
2.2 2 2.2 
2.45 3 2.5 

































I Sub-total 0 0 0 2 1 0 337 34 2421 
Gen hosp Manapo 0 1 0 0 1 1 9 0 21 
Pelonomi 1 1 1 0 0 0 0 0 0 7 
Boitumelo 0 0 0 0 1 4 2 0 0 18 
National 0 0 0 0 0 0 0 0 0 0 
Universitas 0 0 0 0 0 0 0 0 0 0 
I Sub-total 2 1 0 2 5 3 9 0 461 
Distr hasp Moroko x x x x x x x x x o 
053 
Zastron 0 0 0 0 0 0 0 
Odendaalsrus x x x x x x x 
Heilbran x x x x x x x 
Sasolburg x x x x x x x 
Parys x x x x x x x 
Reitz 0 0 0 a 0 0 0 
Clacolan x x x x x x x 
Senekal x x x x x x x 
Botshabelo x x x x x x x 
Sub-total 0 0 a 0 0 0 0 
I 
Total (Hospital Inpatient staff) 48 168 21 13 8 10 2 
Hospital OPO Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Psych Hasp Poloka (Psych) 0 0 0 0 0 0 0 
Oranje 0 8 a 0 0 a 0 
I Sub-total 0 8 0 0 0 0 0 
Gen hasp Manapo x x x x x x x 
Pelonomi x x x x x x x 
Boitumelo 0 0 0 0 0 0 0 
National x x x x x x x 
Universitas a 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 
Distr hasp Moroko x x x x x x x 
Zastron 0 0 0 0 0 0 0 
Odendaaisrus x x x x x x x 
Heilbron x x x x x x x 
Sase I burg x x x x x x x 
Parys x x x x x x x 
Reitz 0 0 0 0 0 0 0 
Clocolan x x x x x x x 
Senekal x x x x x x x 
Botshabelo x x x x x x x 
0/ 
I Sub-total 0 0 a a 0 0 
-----~----~ -------_.J 
Sub-total 0 0 0 0 0 0 0 0 0 0 
pital Inpatient staff) 1 2 2 0 4 6 3 346 34 288 
Hospital 0 
Total (Hospital OPO) 0 8 0 0 0 0 0 
Total (Hosp Inpt & OPO) 48 176 21 13 8 10 2 
Community c Region Name of clinic Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHVVs 
A All clinics 0 2 0 0 0 0 0 
Aandrus x x x x x x x 
ClinicS x x x x x x x 
ClinicC x x x x x x x 
ClinicD x x x x x x x 
ClinicE x x x x x x x 
ClinicJ x x x x x x x 
Clinic K x x x x x x x 
Clinic N x x x x x x x 
Clinic U x x x x x x x 
Industrial x x x x x x x 
Mafane x x x x x x x 
Gaongalelwe x x x x x x x 
Mokoena x x x x x x x 
Dinaane x x x x x x x 
Thaba Nchu x x x x x x x 
Poly clinic x x x x x x x 
Phetogo x x x x x x x 
Tweefontein x x x x x x x 
Klipfontein x x x x x x x 
Tiger River x x x x x x x 
Kgalala x x x x x x x 
Sediba x x x x x x x 
Seadimo x x x x x x x 
Mobile x x x x x x x 
Bainsvlei x x x x x x x 
810emspruit x x x x x x x 
Baltho x x x x x x x 
Rocklands x x x x x x x 
Heidedal x x x x x x x 
Brandfort x x x x x x x 
Soutpan x x x x x x x 
056 
Total (Hospital OPO) o o o 
Total (Hosp Inpt & OPO) 2 2 
Communit: Region 
A 
Name of clinic Psychologist Intern Psych Psychiatrist 
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4 6 3 
MO Pharmacist Pharm Ass 








































































































































































Verkeerdevlei x x x x x x x 
LU£jenhoverpar x x x x x x x 
I Sub-total 0 2 0 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
B All clinics x x X x x x x 
I Sub-total 0 0 0 0 0 0 0 
Verkeerdevlei x x x x x x x x x 0 
LUgenhoverpc x x x x x x x x x 0 
I Sub-total 0 0 0 0 0 0 0 0 0 21 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
B All clinics x x x x x x x x x 0 
I Sub-total 0 0 0 0 0 0 0 0 0 01 
C Mobiles 0 0 0 0 0 0 0 0 0 3 
Bothaville 0 0 0 0 0 0 0 0 0 0 
Kgotsong 0 0 0 0 0 0 0 0 0 0 
KMaile 0 0 0 0 1 0 0 0 0 19 
I Sub-total 0 0 0 0 1 0 0 0 0 221 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
D All clinics 0 0 0 0 0 0 0 0 0 2 
Vtrkkr Clinic x x x x x x x x x 0 
Viljkroon PHC x x x x x x x x x 0 
Rammofutsi x x x x x x x x x 0 
Viljkroon LA x x x x x x x x x 0 
Ngwathe x x x x x x x x x 0 
Zamdela x x x x x x x x x 0 
Frankfort x x x x x x x x x 0 
Namahabi x x x x x x x x x 0 
Tweeling x x x x x x x x x 0 
Parys x x x x x x x x x 0 
Tumahole x x x x x x x x x 0 
Metsimahoio x x x x x x x x x 0 
Heilbron x x x x x x x x x 0 
Siza Bantu x x x x x x x x x 0 
Relebohle x x x x x x x x x 0 
Sadersville x x x x x x x x x 0 
Maphiri x x x x x x x x x 0 
Vi II iers x x x x x x x x x 0 
Qalabotjha x x x x x x x x x 0 
Phedisong x x x x x x x x x 0 
Koppies x x x x x x x x x a 
Vredefort x x x x x x x x x 0 
059 
Dene~sville x x x x x x x 
jSub-total 0 2 0 a 0 0 a 
Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
E All clinics 0 2 0 0 0 0 0 
Tshiame B x x x x x x x 
PO Harrismith x x x x x x x 
PHC Harrismitt x x x x x x x 
Lesedi x x x x x x x 
PO Warden x x x x x x x 
Ezenzeleni x x x x x x x 
PO Vrede x x x x x x x 
Tsepo Themba x x x x x x x 
Bophelong x x x x x x x 
PHCVrede Mo x x x x x x x 
Zomani x x x x x x x 
PO Memel x x x x x x x 
PO Cornelia x x x x x x x 
I Sub-total 0 2 0 0 0 0 0 
F All clinics x x x x x x x 
Sub-total 0 0 0 0 a 0 a 
Total (Clinics & CHCs) 0 14 13 0 0 0 a 
Total(Comrnunity & Hosp OPO) 0 22 13 0 0 0 0 
Total (Hospital and Community) 48 190 34 13 8 10 2 
060 
Denelsville x x x x x x x x x 0 
I Sub-total 0 0 0 0 0 0 0 0 0 21 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
E All clinics 0 0 0 0 0 0 0 0 0 2 
Tshiame B x x x x x x x x x 0 
PO Harrismitt- x x x x x x x x x 0 
PHC Harrismi x x x x x x x x x 0 
Lesedi x x x x x x x x x 0 
PO Warden x x x x x x x x x 0 
Ezenzeleni x x x x x x x x x 0 
PO Vrede x x x x x x x x x 0 
Tsepo Themb x x x x x x x x x 0 
Bophelong x x x x x x x x x 0 
PHC Vrede M x x x x x x x x x 0 
Zomani x x x x x x x x x 0 
PO Memel x x x x x x x x x 0 
PO Cornelia x x x x x x x x x 0 
I Sub-total a 0 0 0 0 0 0 0 0 21 
F All clinics x x x x x x x x x a 
Sub-total 0 a 0 0 0 0 0 0 0 0 
Total (Clinics & CHCs) 0 0 0 0 1 0 0 0 0 28 
Total (Community & Hosp OPO) 0 0 0 0 1 0 0 2 4 36 
Total (Hospital and Community) 1 2 2 0 5 6 3 348 38 324 
061 
Province Sector Level Name 
N.Cape Hosp Inpt Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Ps~ch Hose West End 3 16 0 2 3 1 0 
ISub-tota! 3 16 0 2 3 1 0 
Gen hosp Kimberlez: 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 
District haspi Gordonia X X X 0 0 0 0 
Springbok X X X 0 0 0 0 
Calvinia X X X 0 0 0 0 
Kuruman X X X 0 0 0 0 
DeAar X X X 0 0 0 0 
X X X 0 0 0 0 
Sub-total X X X 0 0 0 0 
Total (Hospital Inpatient staff) 3 16 0 2 3 1 0 
Hospital OPD Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Psz:ch Hosp West End 0 1 0 0 0 0 0 
I Sub-total 0 1 0 0 0 0 0 
Total (Hospital OPD) 0 1 0 0 0 0 0 
Total (Hosp Inpt & OPD) 3 17 0 2 3 0 
Community c Region Name of clinic Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Upper Karoo All Clinics 0 1 0.4 0 0 0 0 
DeAar 0 X X 0 0 0 0 
Britstown 0 X X 0 0 0 0 
Carnovan 0 X X 0 0 0 0 
Colesberg 0 X X 0 0 0 0 
Hanover 0 X X 0 0 0 0 
Petrusville 0 X X 0 0 0 0 
Richmond 0 X X 0 0 0 0 
Noupoort 0 X X 0 0 0 0 
062 
Sector Level Name 
Hosp Inpt Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psx:ch Hos~ West End 0 0 0.2 0 2 1 0 40 13 28.2 
I Sub-total 0 0 0.2 0 2 1 0 40 13 28.21 
Gen hasp Kimberlex: 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 0 0 01 
District hOSI Gordonia 0 0 0 0 X X X X X 0 
Springbok 0 0 0 0 X X X X X 0 
Calvinia 0 0 0 0 X X X X X 0 
Kuruman 0 0 0 0 X X X X X 0 
DeAar 0 0 0 0 X X X X X 0 
0 0 0 0 X X X X X 0 
0 0 0 0 X X X X X 0 
0 0 0.2 0 2 1 0 40 13 28.2 
Hospital OPO Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Ph arm Ass Other Other TOTAL 
Psx:ch HosE West End 0 0 0.2 0 0 0 0 0 0 1.2 
I Sub-total 0 0 0.2 0 0 0 0 0 0 1.2 
Total (Hospital OPO) 0 0 0.2 0 0 0 0 0 0 1.2 
Total (Hosp Inpt & OPO) 0 0 0.4 0 2 1 0 40 13 29.4 
Communil; Region Name of clinic Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Upper Karo All Clinics 0 0 0.1 0 0 0 0 0 0 1.5 
DeAar 0 0 X 0 0 0 0 0 0 0 
Britstown 0 0 X 0 0 0 0 0 0 0 
Camovan 0 0 X 0 a 0 0 0 0 0 
Colesberg a 0 X 0 0 0 0 0 0 0 
Hanover 0 0 X 0 0 0 0 0 0 0 
Petrusville 0 0 X 0 0 0 0 0 0 0 
Richmond 0 0 X 0 0 0 0 0 0 0 
Noupoort 0 0 X 0 0 0 0 0 0 0 
063 
Prieska 0 X X 0 0 0 0 
Hanover 0 X X 0 0 0 0 
HOEetown 0 X X 0 0 0 0 
I Sub-total 0 1 0.4 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Lower Orang All clinics 0 2 X 0 0 0 0 
Upington 0 X X 0 0 0 0 
Kakamas 0 X X 0 0 0 0 
Keimoes 0 X X 0 0 0 0 
Kenhardt 0 X X 0 0 0 0 
I Sub-total 0 2 0 0 0 0 0 
Hantam All clinics 0 0 0.2 0 0 0 0 
I Sub-total 0 0 0.2 0 0 0 0 
Namagualan All clinics 0 1 1 0 0 0 0 
I Sub-total 0 1 1 0 0 0 0 
Kalahari All clinics 0 0 X 0 0 0 0 
Posmasburg 0 0 X 0 0 0 0 
Dingleton 0 0 X 0 0 0 0 
Kuruman 0 0 X 0 0 0 0 
Olifantshoek 0 0 X 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Diamond Fie All Clinics 
Galeshewe 0 0.5 X 0 0 0 0 
Betty GaetsewE 0 0.5 X 0 0 0 0 
Planbou 0 0.5 X 0 0 0 0 
Beaconsfield 0 0.5 X 0 0 0 0 
Florianville 0 0.5 X 0 0 0 0 
Pescodia 0 0.5 X 0 0 0 0 
Delpoorthoop 0 0.235 X 0 0 0 0 
Barkly West 0 0.235 X 0 0 0 0 
Yonder 0 0.235 X 0 0 0 0 
Jannie Brink 0 0.235 X 0 0 0 0 
064 
Prieska a 0 x a a 0 0 0 0 a 
Hanover a 0 x 0 0 0 0 0 0 0 
Hopetown a a x 0 0 0 0 0 0 0 
I Sub-total a a 0.1 a 0 0 0 0 0 1.51 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Ph arm Ass Other Other TOTAL 
Lower OranAIl clinics a a 0.1 a 0 a 0 0 a 2.1 
Upington a a x a a 0 0 0 a 0 
Kakamas a a x a a 0 a 0 0 a 
Keimoes 0 0 x a 0 0 0 0 a a 
Kenhardt a 0 x a 0 0 a 0 0 a 
I Sub-total a 0 0.1 a 0 a 0 0 0 2.11 
Hantam All clinics 0 0 0.1 0 0 0 0 0 0 0.3 
I Sub-total a 0 0.1 0 0 a 0 a a 0.31 
Namaguala All clinics a 0 0.1 a 0 0 0 0 0 2.1 
I Sub-total 0 0 0.1 0 0 0 0 a 0 2.11 
Kalahari All clinics a a 0.1 0 0 a a a 0 0.1 
Posmasburg a 0 x a 0 a 0 a 0 0 
Dingleton a a x 0 0 a a 0 0 0 
Kuruman 0 0 x 0 0 0 a 0 a 0 
Olifantshoek 0 0 x 0 0 0 0 0 0 0 
I Sub-total 0 0 0.1 0 0 0 0 0 a 0.11 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Diamond Fi All Clinics 01 0.1 
Galeshewe 0 0 x 0 0 0 0 0 0 0.5 
Betty Gaetsev 0 0 x 0 0 0 0 0 0 0.5 
Planbou a 0 x 0 0 0 0 0 0 0.5 
Beaconsfield a 0 x 0 0 0 0 0 0 0.5 
Florianville 0 0 x 0 0 0 0 0 0 0.5 
Pescodia 0 0 x 0 a 0 0 a a 0.5 
Delpoorthoop a 0 x 0 0 0 a 0 a 0.235 
Barkly West a 0 x a a 0 0 0 a 0.235 
Yonder 0 0 x 0 0 0 0 0 0 0.235 
Jannie Brink 0 0 x 0 0 0 0 0 a 0.235 
065 
Betty GaetsewE 0 0.235 X 0 a 0 0 
Douglas 0 0,235 X 0 0 0 0 
Griquatown 0 0.235 X 0 0 0 0 
Cambell 0 0.235 X 0 0 0 0 
Niekerkshoop 0 0.235 X 0 0 0 0 
Jannie Brink 0 0.235 X 0 0 0 0 
Ganspan 0 0.235 X 0 0 0 0 
Warrenton 0 0,235 X 0 0 0 0 
Hartswater 0 0,235 X 0 0 0 0 
Darrielskuil 0 0,235 X 0 0 0 0 
Ritchie 0 0,235 X 0 0 0 0 
Sub-total 0 7 0 0 0 0 0 
Total (Clinics & CHCs) 0 11 1,6 0 0 0 0 
Total (Community & Hosp OPO) 0 12 1,6 0 0 0 0 
Total (Hospital and Community) 3 28 1,6 2 3 1 0 
Province Sector Level Name 
E.Cape Hosp Inpt Enrol Nurses Psych Nurses Gen Nurses OT OTA Workers CHWs 
Psych Hasp Elizabeth Dank 5 27 1 0 0 1 0 
Umzimkulu 158 71 25 0 0 2 0 
Tower 3 87 1 0 5 2 0 
Fort England 104 31 8 2 2 4 0 
Komani 280 153 0 0 0 6 12 
I Sub-total 270 216 35 2 7 9 0 
Gen hasp Frere 4 5 0 0 0 0 0 
C.M.H 8 15 0 0 0 0 0 
Umtata 5 23 1 1 ° 1 25 I Sub-total 17 43 1 1 0 1 25 
Distr hasp Uitenhage 8 2 5 0 0 1 0 
PHPE ° 6 6 0 0 1 0 I Sub-total 8 8 11 0 0 2 0 
066 
Betty Gaetsev 0 0 x 0 0 0 0 0 0 0.235 
Douglas 0 0 x 0 0 0 0 0 0 0.235 
Griquatown 0 0 x 0 0 0 0 0 0 0.235 
Cambell 0 0 x 0 0 0 0 0 0 0.235 
Niekerkshoop 0 0 x 0 0 0 0 0 0 0.235 
Jannie Brink 0 0 x 0 0 0 0 0 0 0.235 
Ganspan 0 0 x 0 0 0 0 0 0 0.235 
Warrenton 0 0 x 0 0 0 0 0 0 0.235 
Hartswater 0 0 x 0 0 0 0 0 0 0.235 
Darrielskuil 0 0 x 0 0 0 0 0 0 0.235 
Ritchie 0 0 x 0 0 0 0 0 0 0.235 
Sub-total 0 0 0.1 0 0 0 0 0 0 7.1 
Total (Clinics & CHCs) 0 0 0.6 0 0 0 0 0 0 13.2 
Total (Community & Hosp OPD) 0 0 0.8 0 0 0 0 0 0 14.41 
Total (Hospital and Community) 0 0 1 0 2 1 0 40 13 42.6 
Sector Level Name 
Hosp Inpt Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psych Hos~ Elizabeth Don 3 2 2 0 3 1 0 43 21 45 
Umzimkulu 1 0 1 0 1 0 2 0 0 261 
Tower 0 0 0 0 1 0 1 143 3 100 
Fort England 2 4 2 0 4 2 2 0 0 167 
Komani 0 0 0 1 1 0 0 0 454 
I Sub-total 6 6 5 0 9 3 5 186 24 5731 
Gen hosp Frere 0 0 0 2 0 0 0 0 12 
C.M.H 0.5 0 0.5 0 0.5 0 0 0 0 24.5 
Umtata 0.2 0 0.2 1 1 0 0 0 0 58.4 
I Sub-total 0.7 0 1.7 1 3.5 0 0 0 0 94.91 
Distr hosp Uitenhage 0 0 0.2 0 1 1 1 0 8 19.2 
PHPE 0 1 1 0 1 0 0 4 17 
I Sub-total 0 1.2 0 2 2 0 12 36.2] 
067 
[TOtClfHospital Inpatient Staff 295 267 47 3 7 12 25 
Hospital OPO Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Psych Hosp Elizabeth Donk 0 32 0 1 0 3 0 
Umzimkulu x x x x x x x 
Tower 0 1 0 0 0 0 0 
Fort England 0 18 0 0 0 0 0 
Komani x x x x x x x 
I Sub-total 0 51 0 1 0 3 0 
Gen hosp Frere 0 0 0 0 0 0 0 
C.M.H 2 7 0 0 0 0 0 
Umtata 5 23 1 1 0 1 23 
Dora N9inza x x x x x x x 
I Sub-total 7 30 1 0 23 
Distr hosp Uitenhage 0 0 0 0 0 0 0 
PHPE 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 
Total Hospital OPO Staff 7 81 1 2 0 4 23 
Total Hospital Inpatient & OPO Staff 302 348 48 5 7 16 48 
Community c Region Name of clinic Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Umzimkulu GU9wini 3 0 3 0 0 0 4 
I Sub-total 3 0 3 0 0 0 4 
E Ibisi 3 2 2 0 0 0 5 
I SUb-total 3 2 2 0 0 0 5 
A All clinics x x x x x x x 
8 All clinics x x x x x x x 
C All clinics x x x x x x x 
0 All clinics x x x x x x x 
068 
ITotal Hospital Inpatient Staff 6.7 7 7.9 14.5 5 6 186 36 -------ro4.11 
Hospital OP~ Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psych Hos~ Elizabeth Don 3 3 1 0 1 0 1 0 15 45 
Umzimkulu x x x x x x x x x 0 
Tower 0 0 0 0 1 a 1 a 0 3 
Fort England 0 a 0 0 0 0 1 0 0 19 
Komani x x x x x x x x x 0 
I Sub-total 3 3 1 0 2 0 3 a 15 671 
Gen hasp Frere 0 0 0 0 0 0 0 0 0 0 
C.M.H 0.5 0 0.5 0 0.5 0 0 0 0 10.5 
Umtata 0.2 0 0.5 0.5 0.5 0 0 0 0 55.7 
Dora Nginza x x x x x x x x x 0 
Sub-total 0.7 0 0.5 0 0 0 0 66.2 
Distr hasp Uitenhage 0 0 0 0 0 0 0 0 0 0 
PHPE 0 0 0 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 0 0 0 
Total Hospital OP~ Staff 3.7 3 2 0.5 3 0 3 0 15 133.2 
otal Hospital Inpatient & OP~ Staf 10.4 10 9.9 1.5 17.5 5 9 186 51 837.3 
Communit: Region Name of clini Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
UmzimkulL Gugwini 0 0 0 0 0 0 a 0 0 10 
I Sub-total 0 0 0 0 0 0 0 0 0 101 
E I bisi 0 0 0 0 a 0 0 0 0 12 















































Total Clinic and CHC Staff 6 2 5 0 0 0 9 
Total (Clinic and Hasp OPD staff) 13 83 6 2 0 4 32 
Total (Hasp & Community) 308 350 53 5 7 16 57 
Province Sector Level Name 
W. Cape Hasp Inpatient Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Psych Hosp Valkenberg 28 75 148 8 2.5 7 0 
Stikland 122 77 2 6 0 5 0 
Lentegeur 113 53 5 10 6 4.5 0 
I Sub-total 263 205 155 24 8.5 16.5 0 
Gen hosp Groote Schuur 8 15 1 0.63 0 2 0 
Red Cross 7 0 0.38 0 0.63 0 
Tygerberg 1 15 0 2 0 1 0 
Karl Bremmer 0 0 0 0 0 0 0 
Paarl 0 2 0 0 0 0 0 
Eban Oonges 0 0 0 0 0 0 0 
George X 0 X 0 0 X 0 
iSub-total 10 39 1 3.01 0 3.63 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Distr hosp Riversdale 0 0 0 0 0 0 0 
Mosselbay 0 0 0 0 0 0 0 
Beauford West 0 0 0 0 0 0 0 
Outshorn 0 0 0 0 0 0 0 
Knysna 0 0 0 0 0 0 0 
Murraysburg 0 0 0 0 0 0 0 
Laingsburg 0 0 0 0 0 0 0 
Prins Albert 0 0 0 0 0 0 0 
Uniondale 0 0 0 0 0 0 0 
Allen Blyth 0 0 0 0 0 0 0 
Ceres 0 0 0 0 0 0 0 
Robertson 0 0 0 0 0 0 0 
Monitgue 0 0 0 0 0 0 0 
070 
Total Clinic and CHC Staff a a a a a 0 a 0 a 22 
Total (Clinic and Hosp OPO staff) 3.7 3 2 0.5 3 a 3 a 15 155.21 
Total (Hosp & Community) 10.4 10 9.9 1.5 17.5 5 9 186 51 859.31 
Sector Level Name 
Hosp Inpatient Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Ph arm Ass Other Other TOTAL 
Psych Hos~ Valkenberg 5 3 5 10 1 2 2 a 0 296.5 
Stikland 5 7 9 15 2 2 a a 0 252 
Lentegeur 4 4 3 8 2 2 2 1 216.5 
I Sub-total 14 14 17 33 5 6 4 1 7651 
Gen hasp Groote Schuu 1 2 2 4 0 0 0 0 0 35.63 
Red Cross 0.38 0 0.38 0 0 0 0 0 0 9.77 
Tygerberg 0 0 0 0 0 0.13 0 15 0 19.13 
Karl Bremmer 0 0 0 0 0 0 0 0 0 0 
Paar! 0 0 0 0 0 0 0 0 0 2 
Eban Oonges 0 0 0 0 0 0 0 0 0 0 
George 0 0 0.11 0 0.07 X X 0 0 0.18 
I Sub-total 1.38 2 2.49 4 0.07 0.13 0 15 0 66.711 













Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
a 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 0 0 0 0 0 0 0 
o 0 0 a 0 0 0 0 0 0 
o 0 0 0 0 0 a a 0 0 
071 
Cajedon 0 0 0 0 0 0 0 
Hermanus 0 0 0 0 0 0 0 
Stell en bosch a a 0 0 0 0 0 
Mamresbury 0 0 0 0 0 0 0 
Vredenberg 0 0 0 0 0 0 0 
Piketberg 0 0 0 0 0 0 0 
Clan William 0 0 0 0 0 0 0 
Vredendal 0 0 0 0 0 0 0 
Citrusdal a 0 0 0 0 0 0 
ISub total 0 0 0 0 0 0 0 
J!otaT (Hospital Inpatient staff) 273 244 156 27,01 8,5 20.13 0 
Hospital OPO Enrol Nurses Psych Nurses Gen Nurses OT OTA Soc Workers CHWs 
Psych Hosp Val ken berg 1 1 0 0 0 1 0 
Stikland 1 2 0 1 0 1 0 
LentefJeur 2 6 0 1 2 2,5 0 
I Sub-total 4 9 0 2 2 4.5 0 
Gen hosp Groote Schuur 0 6 0 0,63 0 1 0 
Victoria Hospit, 0 1 0 0 0 0 0 
Tygerberg 1 3 0 1 1 1 0 
Red Cross 0 1 0 0 0 1,01 0 
jSub-total 1 11 0 1.63 1 3,01 0 
Distr hosp Ceres 0 0 0 0 a 0 0 
Robertson 0 0 0 0 0 0 0 
Montagu 0 0 0 0 a a 0 
Caledon 0 0 0 0 0 0 0 
Hermanus 0 0 0 0 0 0 0 
Bredasdorp 0 0 0 0 0 0 0 
Swellendam 0 0 0 0 0 0 0 
Riversdale 0 0 4 0 0 0 0 
Uniondale 0 a 0 0 0 0 0 
Laingsburg 0 0 0 0 0 0 0 
Prins Albert 0 0 0 0 0 0 0 
072 
Caledon 0 0 0 0 0 0 0 0 0 0 
Hermanus 0 0 0 0 0 0 0 0 0 0 
Stellenbosch 0 0 0 0 0 0 0 0 0 0 
Mamresbury 0 0 0 0 0 0 0 0 0 0 
Vredenberg 0 0 0 0 0 0 0 0 0 0 
Piketberg 0 0 0 0 0 0 0 0 0 0 
Clan William 0 0 0 0 0 0 0 0 0 0 
Vredendal 0 0 0 0 0 0 0 0 0 0 
Citrusdal 0 0 0 0 0 0 0 0 0 0 
ISub total 0 0 0 0 0 0 0 0 0 01 
ITotal (Hospital Inpatient staff) 15.38 16 19.49 37 5.07 6.13 4 16 831.711 
Hospital OPD Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psych Hos~ Val ken berg 0.65 0 1.5 1 0 0 0 0 0 6.15 
Stikland 2 2 2 6 2 0 0 0 19 
Lente£leur 0.92 2 0.7 0 1 1 1 0 1 20.12 
I Sub-total 3.57 4 4.2 7 3 1 1 45.271 
Gen hosp Groote Schuu 2.3 1 3 2 1 0 0 0 0 16.93 
Victoria Hospi 0 0 0.2 0 0 0 0 0 0 1.2 
Tygerberg 0 0 0 0 0 0.13 0 5 0 7.13 
Red Cross 1.63 0 2.26 3 0 0 0 0 0 8.9 
I Sub-total 3.93 5.46 5 1 0.13 0 5 0 34.161 
Distr hosp Ceres 0 0 0 0 0 0 0 0 0 0 
Robertson 0 0 0 0 0 0 0 0 0 0 
Montagu 0 0 0 0 0 0 0 0 0 0 
Caledon 0 0 0 0 0 0 0 0 0 0 
Hermanus 0 0 0 0 0 0 0 0 0 0 
Bredasdorp 0 0 0 0 0 0 0 0 0 0 
Swellendam 0 0 0 0 0 0 0 0 0 0 
Riversdale 0 0 0 0 0.2 0.05 0 0 0 4.25 
Uniondale 0 0 0 0 0 0 0 0 0 0 
Laingsburg 0 0 0 0 0 0 0 0 0 0 
Prins Albert 0 0 0 0 0 0 0 0 0 0 
073 
Beaufort West 0 0 0 0 0 0 0 
Murraysburg 0 0 0 0 0 0 0 
Mosselbay 1 2 1 0 0 0 0 
George 2 0 3 0 0 1 0 
Knysna 0 2 3 0 0 0 0 
Oudtshoorn 1 0 3 0 0 0 0 
Sub-total 4 4 14 0 0 1 0 
Total (Hospital OPD) 9 24 14 3.63 3 8.51 0 
Total (Hospital Inpatient & OPD) 282 268 170 30.64 11.5 28.64 0 
Community c Region Name of clinic Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Metropol I Mental Health - 0 0 0 1 0 
District 0 4 0 0 0 0 0 
2 0 5 0 0 0 0 0 
3 2 2 0 0 0 0 0 
4 0 1 1 0 0 0 0 
5 0 8 0 0 0 0 0 
6 1 2 0 0 0 0 0 
7 1 3 0 0 0 0 0 
8 0 6 0 0 0 0 0 
9 0 1 0 0 0 0 0 
10 0 1 0 0 0 0 0 
11 x x 0 0 0 0 0 
lSub total 4 33 1 0 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Southern Ca All Clinics 0 6 0 0 0 x 0 
Heidelberg x x x x x x x 
Riversdaf x x x x x x x 
Stilbaai x x x x x x x 
Albertinia x x x x x x x 
Mosselbay Mot x x x x x x x 
Mosselbay clin! x x x x x x x 
Grootbrakrivier x x x x x x x 
George Mobile~ x x x x x x x 
D74 
Beaufort Wes 0 0 0 0 0 0 0 0 0 0 
Murraysburg 0 0 0 0 0 0 0 0 0 0 
Mosselbay 0 0 0 0 0.4 0.1 0.1 0 0 4.6 
George 0 0 0 0 0.8 0.4 0 0 0 7.2 
Knysna 0 0 0 0 0.3 0.1 0.1 0 0 5.5 
Oudtshoorn 0 0 0 0 1 0.1 0 0 0 5.1 
I Sub-total 0 0 0 0 2.7 0.75 0.2 0 0 26.65 
Total (Hospital OPO) 7.5 5 9.66 12 6.7 1.88 1.2 6 106.08 
Total (Hospital Inpatient & OPO) 22.88 21 29.15 49 11.77 8.01 5.2 22 2 937.79 
Communit: Region Name of clinic Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Metropol I Mental Health 2 0 2 0 0 0 0 81 
District 1 0 0 0 0 0 0 0 1 0 5 
2 0 0 0 0 a 0 0 0 0 7 
3 0 0 0 0 0 0 0 1 0 7 
4 0 0 0 0 0 0 0 0 0 6 
5 0 0 0 0 0 0 0 0 0 13 
6 0 0 0 0 0 0 0 0 0 9 
7 0 0 0 0 0 0 0 0 0 11 
8 0 0 0 0 0 0 0 0 0 14 
9 0.05 0 0 0 0 0 0 0 0 10.05 
10 0.03 0 0 0 0 0 0 0 0 11.03 
11 0 0 0 0 0 0 0 0 0 11 
ISub total 0.08 0 0 0 0 0 0 2 0 38.081 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Southern C All Clinics 0 0 0 0 x x x 0 0 6 
Heidelberg x x x x x x x x x 0 
Riversdal x x x x x x x x x 0 
Stilbaai x x x x x x x x x 0 
Albertinia x x x x x x x x x 0 
Mosselbay Me x x x x x x x x x 0 
Mosselbay clil x x X x x x x x x 0 
Grootbrakriv ie x x x x x x x x x 0 
George Mobil! x x x x x x x x x 0 
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George clinics x x x x x x x 
Knysna Mobile: x x x x x x x 
Knysna clinics x x x x x x x 
Plettenberg Sa' x x x x x x x 
Calitzdorp x x x x x x x 
De Rust x x x x x x x 
Dysselsdorp x x x x x x x 
Haarten x x x x x x x 
Herold x x x x x x x 
Ladismith x x x x x x x 
Zoar x x x x x x x 
Oudtshoorn Me x x x x x x x 
Uniondale x x x x x x x 
Oudtshoorn clir x x x x x x x 
8. West clinics x x x x x x x 
S. West Mobile x x x x x x x 
Klaarstroom x x x x x x x 
Laingsburg x x x x x x x 
LeeuGamka x x x x x x x 
Merweville x x x x x x x 
Murraysburg x x x x x x x 
Nelspoort x x x x x x x 
Prins Albert x x x x x x x 
I Sub-total 0 6 0 0 0 0 0 
WestcoasW All clinics 0 6 0 0.22 OX 0 
ISub-tota! 0 6 0 0.22 0 0 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Boland Over All clinics 0 5 2 0 0 0 0 
Heidehof 0 0 a 0 0 0 0 
Bergsigkliniek 0 0 0 a 0 0 0 
Caledon 0 a 0 0 0 0 0 
Genadendal 0 a 0 0 0 0 0 
Greyton 0 a 0 0 0 0 0 
Grabouw 1 0 0 a 0 a 0 
Pineview 0 0 0 0 0 0 0 
076 
George clini~ x x x x x x x x x 0 
Knysna Mobih x x x x x x x x x 0 
Knysna clini~ x x x x x x x x x 0 
Plettenberg 8. x x x x x x x x x 0 
Calitzdorp x x x x x x x x x a 
De Rust x x x x x x x x x 0 
Dysselsdorp x x x x x x x x x 0 
Haarten x x x x x x x x x 0 
Herold x x x x x x x x x 0 
Ladismith x x x x x x x x x 0 
Zoar x x x x x x x x x 0 
Oudtshoorn M x x :x x x x x x x 0 
Uniondale x x x x x x x x x a 
Oudtshoorn cl x x x x x x x x x 0 
B. West clinic x x x x x x x x x a 
B. West Mobil x x x x x x x x x a 
Klaarstroom x x :x x x x x x x 0 
Laingsburg x x x x x x x x x 0 
LeeuGamka x x x x x x x x x 0 
Merweville x x x x x x x x x 0 
Murraysburg x x x x x x x x x 0 
Nelspoort x x x x x x x x x 0 
Prins Albert x x x x x x x x x 0 
I Sub-total 0 0 0 0 0 0 0 0 0 61 
West coast/' All clinics 0 a a 0 x x x 0 0 6.22 
I Sub-total 0 0 0 0 0 0 0 a 0 6.221 








Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOT AL 
o a 0.2 0 3 0 0 0 a 10.2 
o a a 0 a a 000 0 
o 0 a 0 a 000 a a 
o 0 000 0 0 a a 0 
o 0 a 0 0 a 0 0 0 0 
o a 0 a 0 0 0 0 0 0 
o 0 0 0 0 0 000 1 
o 0 0 0 0 0 0 0 0 0 
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Groenland 0 0 0 0 0 0 0 
Silwerjare 0 0 0 0 0 0 0 
Hermanus 1 0 0 0 0 0 0 
Hawston 0 0 0 0 0 0 0 
Huis Lettie The 0 0 0 0 0 0 0 
Zwelihle 0 0 0 0 0 0 0 
Kleinmond 0 0 0 0 0 0 0 
Mount Pleasan' 0 0 0 0 0 0 0 
Stanford 0 0 0 0 0 0 0 
Villiersdorp 0 0 0 0 0 0 0 
Regina 0 0 0 0 0 0 0 
Rust en Vrede 0 0 0 0 0 0 0 
Gansbaai 0 0 0 0 0 0 0 
Berg In See 0 0 0 0 0 0 0 
Botrivier 0 0 0 0 0 0 0 
Gouda 0 0 0 0 0 0 0 
Lady Ella Saror 0 0 0 0 0 0 0 
Montana 0 0 0 0 0 0 0 
Tulbagh 0 0 0 0 0 0 0 
Bella Vista 0 0 0 0 0 0 0 
Zweletemba 0 0 0 0 0 0 0 
Touwsriver 0 0 0 0 0 0 0 
De Doorns 0 0 0 0 0 0 0 
Rawsonville 0 0 0 0 0 0 0 
De Wet 0 0 0 0 0 0 0 
Orchard 0 0 0 0 0 0 0 
Sandhills 0 0 0 0 0 0 0 
Brandwacht 0 0 0 0 0 0 0 
Bossieveld 0 0 0 0 0 0 0 
Op die Berg 0 0 0 0 0 0 0 
Wolsley 0 0 0 0 0 0 0 
Prins Alfred 0 0 0 0 0 0 0 
Hamlet 0 0 0 0 0 0 0 
Esperanto 0 0 0 0 0 0 0 
Platulei 0 0 0 0 0 a 0 
Annie Brown 0 0 a 0 0 0 0 
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Groenland 0 0 0 0 0 0 a 0 0 0 
Silwerjare 0 0 0 0 0 0 0 0 0 a 
Hermanus 0 0 0 a 0 a 0 0 0 1 
Hawston 0 0 0 a 0 0 0 a a a 
Huis Lettie Th 0 0 0 0 0 0 a 0 0 0 
Zwelihle 0 0 0 0 a a 0 0 0 0 
Kleinmond 0 0 0 a a a 0 0 0 0 
Mount 0 0 0 0 0 0 a 0 0 a 
Stanford 0 0 0 0 a 0 0 0 0 0 
Villiersdorp 0 0 0 0 0 0 0 0 0 0 
Regina 0 0 0 0 0 0 0 0 0 0 
Rust en Vrede 0 0 a 0 0 0 0 0 0 0 
Gansbaai 0 0 0 0 0 0 0 0 0 0 
Berg 'n See 0 0 a 0 0 0 a 0 a a 
Botrivier 0 a a 0 0 0 0 0 a 0 
Gouda 0 a a a 0 a a a 0 0 
Lady Ella San 0 0 0 0 0 0 0 0 a 0 
Montana 0 0 0 0 0 a 0 a 0 a 
Tulbagh 0 a 0 0 a 0 0 0 0 0 
Bella Vista 0 0 a 0 0 0 a 0 0 0 
Zweletemba a a a a a 0 0 a 0 a 
Touwsriver 0 0 0 0 a 0 0 0 0 0 
De Doorns a 0 0 0 0 0 0 0 0 0 
Rawsonville 0 0 a 0 0 a 0 0 0 0 
De Wet 0 a 0 0 0 0 0 0 a 0 
Orchard a a 0 0 a a a a 0 0 
Sand hills 0 0 a 0 0 0 0 0 0 0 
Brandwacht 0 0 0 0 0 0 0 a 0 0 
Bossieveld 0 0 0 a 0 0 0 0 0 0 
Op die Berg 0 0 0 0 0 0 0 0 a a 
Wolsley a a a 0 0 a 0 0 0 0 
Prins Alfred 0 0 0 0 0 0 0 0 0 a 
Hamlet a 0 a 0 0 0 0 a 0 0 
Esperanto 0 0 0 0 0 0 a 0 0 0 
Platulei a a a 0 0 0 0 0 0 0 
Annie Brown 0 0 0 0 a 0 0 0 0 0 
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PG Strauss 0 0 0 0 0 0 0 
Maudie Kriel 0 0 0 0 0 0 0 
Warm BokkevE 0 0 0 0 0 0 0 
Maria Pieterse 0 0 0 a 0 0 0 
Worcester 1 3 0 0 0 0 0 0 
Worcester 2 0 0 0 0 0 0 0 
Worcester 3 0 0 0 0 0 0 0 
Huis Andries H. 0 0 0 0 0 0 0 
Nuwerus 0 0 0 0 0 0 0 
Huis Brevis 0 0 0 0 0 0 0 
Nasorg vir dow 0 0 0 0 0 0 0 
Werkswinkel vi 0 0 0 0 0 0 0 
Robertson 5 0 0 0 0 0 0 
Hagar 1 0 0 0 0 0 0 0 
Hagar 2 0 0 0 0 0 0 0 
Nkqubela 0 0 0 0 0 0 0 
McGregor 0 0 0 0 0 0 0 
Huis Le Roux 0 0 0 0 0 0 0 
Bonnievale 0 0 0 0 0 0 0 
Herfsvreugde 1 0 0 0 0 0 0 0 
Ashton Mun 0 0 0 0 0 0 0 
Kogmanskloof 0 0 0 0 0 0 0 
Montagu Mun 0 0 0 0 0 0 0 
Victoria 0 0 0 0 0 0 0 
Ashbury 0 0 0 0 0 0 0 
Huis Uitvlugt 0 0 0 0 0 0 0 
Ceres PC 0 0 0 0 0 0 0 
Ceres Mun 0 0 0 0 0 0 0 
Sub-total 10 5 2 0 0 0 a 
Total (Clinics & CHCs) 14 50 3 1.22 1 1 0 
Total (Community & Hosp OPO) 23 74 17 4.85 4 9.51 0 
Total (Hospital and Community) 296 318 173 31.86 12.5 29.64 0 
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PG Strauss 0 0 0 0 0 0 0 0 0 0 
Maudie Kriel 0 0 0 0 0 0 0 0 0 0 
Warm Bokke'll 0 0 0 0 0 0 0 0 0 0 
Maria PieterSE 0 0 0 0 0 0 0 0 0 0 
Worcester 1 0 0 0 0 0 0 0 0 0 3 
Worcester 2 0 0 0 0 0 0 0 0 0 0 
Worcester 3 0 0 0 0 0 0 0 0 0 0 
Huis Andries f 0 0 0 0 0 0 0 0 0 0 
Nuwerus 0 0 0 0 0 0 0 0 0 0 
Huis Brevis 0 0 0 0 0 0 0 0 0 0 
Nasorg vir dO\ 0 0 0 0 0 0 0 0 0 0 
Werkswinkel \ 0 0 0 0 0 0 0 0 0 0 
Robertson 0 0 0 0 0 0 0 0 0 5 
Hagar 1 0 0 0 0 0 0 0 0 0 0 
Hagar 2 0 0 0 0 0 0 0 0 0 0 
Nkqubela 0 0 0 0 0 0 0 0 0 0 
McGregor 0 0 0 0 0 0 0 0 0 0 
Huis Le Roux 0 0 0 0 0 0 0 0 0 0 
Bonnievale 0 0 0 0 0 0 0 0 0 0 
Herfsvreugde 0 0 0 0 0 0 0 0 0 0 
Ashton Mun 0 0 0 0 0 0 0 0 0 0 
Kogmansklool 0 0 0 0 0 0 0 0 0 0 
Montagu Mun 0 0 0 0 0 0 0 0 0 0 
Victoria 0 0 0 0 0 0 0 0 0 0 
Ashbury 0 0 0 0 0 0 0 0 0 0 
Huis Uitvlugt 0 0 0 0 0 0 0 0 0 0 
Ceres PC 0 0 0 0 0 0 0 0 0 0 
Ceres Mun 0 0 0 0 0 0 0 0 0 0 
Sub-total 0 0 0.2 0 3 0 0 0 0 20.2 
Total (Clinics & CHCs) 2.08 0 2.2 0 4 0 0 3 0 78.5 
Total (Community & Hosp OPO) 9.58 5 11.86 12 10.7 1.88 1.2 9 1 184.58 
Total (Hospital and Community) 24.96 21 31.35 49 15.77 8.01 5.2 25 2 1016.29 
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Province Sector Level Name 
KZN Hasp Inpt Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Psych Hosp Fort Napier 138 86 2 2 1 4 0 
Town Hill 18 116 31 0 1 4 0 
Ekuhlengeni 6 25 1 1 0 1.5 0 
Madadeni 252 70 3 2 2 1 0 
ISub total 414 297 37 5 4 10.5 0 
Gen hosp Addington 1 7 2 0.5 0 0.5 0 
King George V 48 30 8 1.5 1 0.75 0 
King Edward Vi 6 2 0 0 0 0 0 
Ngwelezane 4 6 0 0 0 0 0 
Edendale 4 22 X 0 X 1 X 
ISub total 63 67 10 2 2.25 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Distr hasp 
A Murchison 0 0 0 0.25 0 0 0 
Port Shepston X X X X X X X 
GJ Crookes X X X X X X X 
St Andrews X X X X X X X 
B Northdale X X X X X X X 
Greytown X X X X X X X 
St Appolinaris X 1 X X X X X 
C Ladysmith 0 0 0 0 0 0 0 
Estcourt X 2 X X X X X 
Emmaus X 1 X X X X X 
0 Benedictine X 2 X X X X X 
St Francis X 1 X X X X X 
Ceza X X X X X X X 
Itshelejuba X X X X X X X 
E Bethesda X X 1 X X 
Manguzi X X 1 X X 
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Sector level Name 
Hosp Inpt Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psych Hos~ Fort Napier 9 8 4.5 6 3 3 4 0 0 270.5 
Town Hill 5 4 1.5 3 2 2 3 118 89 190.5 
Ekuhlengeni 0 0 0.75 0 1.5 0.75 0 67 X 37.5 
Madadeni 1 0 1 0 4 1 10 127 0 347 
ISub total 15 12 7.75 9 10.5 6.75 17 312 89 845.51 
Gen hosp Addington 1.7 1.5 1.9 1.5 0 1 6 4 19.6 
King George \ 3 2 1.5 2 1.5 0.5 0 25 0 99.75 
King Edward \ 0 0 1 2 0 0 0 a 0 11 
Ngwelezane 1 0 0.4 0 0.4 0 0 4 3 11.8 
Edendale 0 0 1.25 2 X 0 X 4 30.25 
jSub total 5.7 3.5 6.05 7.5 2.9 0.5 A 39 172.41 I 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Distr hasp 
A Murchison 0 0 0 0 0 0 0 0 0 0.25 
Port Shepstor X X X X X X X X 0 
GJ Crookes X X X X X X X X 0 
St Andrews X X X X X X X X 0 
B Northdale X X X X X X X X 0 
Greytown X X X X X X X X 0 
St Appolinaris X X X X X X X X 1 
C Ladysmith 0 0 0 0 0 0 0 0 0 0 
Estcourt X X X X X X X X 2 
Emmaus X X X X X X X X 1 
D Benedictine X X X X X X X X 2 
St Francis X X X X X X X X 
Ceza X X X X X X X X 0 
ltshelejuba X X X X X X X X 0 
E Bethesda X X X X X X X X 3 
Manguzi X X X X X X X X 3 
Mosvold X X X X 
Mseleni X X X X 
F Clairwood X X X X X X X 
Mahatma Ganc X X X X X X X 
Osindisweni X X X X X X X 
G Newcastle X X X X X X X 
Charles Johnsc X 2 X X X 0.5 X 
Church of Scot X X X X X X X 
Dannhauser X X X X X X X 
Dundee X X X X X X X 
Utrecht X X X X X X X 
H Empangeni X 1 X X X X X 
Ekombe X 1 X X X X X 
Catherine Boot X 1 X X X X X 
Eshowe X X X X X X X 
Mbongolwane X X X X X X X 
Stanger X X X X X X X 
Hlabisa X X X X X X X 
Greis 2 2 3 0 0 0.2 0 
Sub total 2 18 3 4.25 0 4.7 0 
Total Hospital Inpatient 479 382 50 11.25 5 17.45 0 
Hospital OPO Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Psych Hosp Fort Napier 0 0 0 0 0 0 
Town Hill 1 1 0 0 0 0 0 
Ekuhlengeni 0 0 0 0 0 0 0 
Madadeni 14 25 0 0 0 0 0 
ISub total 15 27 0 0 a 0 0 
Gen hasp Addington 0 2 0 0.5 0 0.5 0 
King George V 0 2 0 0.5 0 0.25 0 
King Edward VI 2 2 0 0 0 0 0 
Ngwelezane X X X X X X X 
Edendale X X X X X X X 
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Mosvold X X X X X X X X 3 
Mseleni X X X X X X X X 3 
F Clairwood X X X X X X X X 0 
Mahatma Gar X X X X X X X X a 
Osindisweni X X X X X X X X 0 
G Newcastle X X 0.25 X X X X X 0.25 
Charles John:: X X X X X X X X 2.5 
Church of Sec X X X X X X X X 0 
Dannhauser X X X X X X X X 0 
Dundee X X X X X X X X 0 
Utrecht X X X X X X X X 0 
H Empangeni X X 0.25 X X X X X 1.25 
Ekombe X X X X X X X X 1 
Catherine Boc X X X X X X X X 1 
Eshowe X X X X X X X X 0 
Mbongalwane X X X X X X X X 0 
Stanger X X X X X X X X 0 
Hlabisa X X X X X X X X 0 
Grets 0 0.2 0 0 0 0.25 0 0 0 7.65 
Sub total 0 0.2 0.5 0 0 0.25 0 0 32.9 
20.7 15.7 14.3 16.5 13.4 7.5 18 351 1050.8 
Hospital OPO Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Psych Hos~ Fort Napier 2 2 1 1 0 1 2 0 0 10 
Town Hill 1 1 0.6 0.6 0 0.1 0 1 0 5.3 
Ekuhlengeni 0 0 0 0 0 0 0 0 0 0 
Madadeni 0 0 0 a 0 0 0 0 0 39 
ISub total 3 3 1.6 1.6 0 1.1 2 0 54.31 
Gen hasp Addington 1.7 1.5 1.9 1.5 0 0 0 1 9.6 
Ki ng George \ 1 1 0.5 1 0.5 0.5 0 0 7.25 
King Edward \ 3 1 2 1 1 0 0 0 12 
Ng'v'ielezane X X X X X X X X X 0 
Edendale X X X X X X X X X 0 
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Prince Mshiy:er 0 3 0 1 0 0.1 0 
ISub total 2 9 0 2 0 0.85 0 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
Distr hosp 
A Murchison 0 0.1 0 0 0 0 0 
Port Shepston X X X X X X X 
GJ Crookes 0 0.1 0 0 0 0 0 
St Andrews X X X X X X X 
B Northdale a a a 0 0 0 0 
Greytown X X X X X X X 
St Appolinaris X X X X X X X 
C Ladysmith a 3 0 0 0 0 0 
Estcourt X X X X X X X 
Emmaus X X X X X X X 
D Benedictine X X X X X X X 
St Francis X X X X X X X 
Ceza X X X X X X X 
Itshelejuba X X X X X X X 
E Bethesda X X X X X X X 
Manguzi X X X X X X X 
Mosvold X X X X X X X 
Mseleni X X X X X X X 
F Clairwood X X X X X X X 
Mahatma Ganc X X X X X X X 
Osindisweni X X X X X X X 
G Newcastle X X X X X X X 
Charles JohnS( X X X X X X X 
Church of Scot X X X X X X X 
Dannhauser X X X X X X X 
Dundee X X X X X X X 
Utrecht X X X X X X X 
H Empangeni X X X X X X X 
Ekombe X X X X X X X 
Catherine Boot X X X X X X X 
Eshowe X X X X X X X 
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Prince Mshi~E 0.3 0 0.3 0 2 1 2 7 0 9.7 
Sub total 6 3.5 4.7 3.5 3.5 1.5 2 10 1 38.55 
Psychologist Intern Psych Psychiatrist Registrar MO Pharmacist Pharm Ass Other Other TOTAL 
Distr hasp 
A Murchison 0 0 0.01 0 0 0 0 0 0 0.11 
Port Shepstor X X X X X X X X X 0 
GJ Crookes 0 0 0.1 0 0 0 0 0 0 0.2 
St Andrews X X X X X X X X X 0 
B Northdale 0.5 0.1 0.1 0 0 0 0 0 0 0.7 
Greytown X X X X X X X X X 0 
St Appolinaris X X X X X X X X X 0 
C Ladysmith 0 0 0 0 0 0 0 0 0 3 
Estcourt X X X X X X X X X 0 
Emmaus X X X X X X X X X 0 
0 Benedictine X X X X X X X X X 0 
St Francis X X X X X X X X X 0 
Ceza X X X X X X X X X 0 
Itshelejuba X X X X X X X X X 0 
E Bethesda X X X X X X X X X 0 
Manguzi X X X X X X X X X 0 
Mosvold X X X X X X X X X 0 
Mseleni X X X X X X X X X 0 
F Clairwood X X X X X X X X X 0 
Mahatma Gar X X X X X X X X X 0 
Osindisweni X X X X X X X X X 0 
G Newcastle X X X X X X X X X 0 
Charles Johm X X X X X X X X X 0 
Church of Scc X X X X X X X X X 0 
Dannhauser X X X X X X X X X 0 
Dundee X X X X X X X X X 0 
Utrecht X X X X X X X X X 0 
H Empangeni X X X X X X X X X 0 
Ekombe X X X X X X X X X 0 
Catherine Boc X X X X X X X X X 0 
Eshowe X X X X X X X X X 0 
Mbongolwane X X X X X X X 
Stanger X X X X X X X 
Hlabisa X X X X X X X 
Sub total 0 3.2 0 0 0 0 0 
Total (Hospital OPO) 17 39.2 0 2 0 0.85 0 
Total (Hasp Inpt & OPD) 496 421.2 50 13.25 5 18.3 0 
Community c Region Name of clinic Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
A Matatiele clinic 0 0 0 0 0 0 0 
I Sub-total 0 0 0 0 0 0 0 
Not stated Ntabeni 2 1 5 0 0 0 0 
Gcilima 2 1 2 0 0 0 0 
Ludimalo 1 0 3 0 0 0 0 
Gamalakhe 3 0 9 0 0 0 0 
Bomela 2 1 1 0 0 0 0 
Ezingolweni 3 3 6 0 0 0 0 
Xhamini 1 0 2 0 0 0 0 
Pisgan 1 1 1 0 0 0 0 
Thonjeni 1 0 1 0 0 0 0 
Elim 1 1 3 0 0 0 0 
Mobile I 2 1 1 0 0 0 0 
Mobile II 1 1 1 0 0 0 0 
I Sub-total 20 10 35 0 0 0 0 
A Other clinics X X X X X X X 
B All clinics X X X X X X X 
C All clinics X X X X X X X 
0 All clinics X X X X X X X 
E All clinics X X X X X X X 
F All clinics X X X X X X X 
G All clinics X X X X X X X 
[Total (Clinics & CHCs) 20 10 35 0 0 0 0 
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Mbongolwane X X X X 
Stanger X X X X 
Hlabisa X X X X 
jSub total 0.5 0.1 0.21 0 
Total (Hospital OPO) 9.5 6.6 6.51 5.1 
Total (Hasp Inpt & OPD) 30.2 22.3 20.81 21.6 
Communit Region Name of clinic Psychologist Intern Psych Psychiatrist Registrar 
X X X 
X X X 
X X X 
0 0 0 
3.5 2.6 4 
16.9 10.1 22 

















A Matatiele clini 0 0 0 0 0 0 0 0 1 
I Sub-total 0 0 0 0 0 0 0 0 1 ! 
Not stated Ntabeni 0 0 0 0 0 0 0 0 0 8 
Gcilima 0 0 0 0 0 0 0 0 0 5 
Ludimalo 0 0 0 0 0 0 0 0 0 4 
Gamalakhe 0 0 0 0 0 0 0 0 0 12 
Somela 0 0 0 0 0 0 0 0 0 4 
Ezingolweni 0 0 0 0 0 0 0 0 0 12 
Xhamini 0 0 0 0 0 0 0 0 0 3 
Pisgan 0 0 0 0 0 0 0 0 0 3 
Thonjeni 0 0 0 0 0 0 0 0 0 2 
Elim 0 0 0 0 0 0 0 0 0 5 
Mobile I 0 0 0 0 0 0 0 0 0 4 
Mobile II 0 0 0 0 0 0 0 0 0 3 
I Sub-total 0 0 0 0 0 0 0 0 0 651 
A Other clinics X X X X X X X X X 0 
B All clinics X X X X X X X X X 0 
C All clinics X X X X X X X X X 0 
D All clinics X X X X X X X X X 0 
E All clinics X X X X X X X X X 0 
F All clinics X X X X X X X X X 0 
G All clinics X X X X X X X X X 0 
ITotal (Clinics & CHCs) 0 0 0 0 0 0 0 0 661 
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Total (Community & Hosp OPO) 37 49.2 35 2 o 0.85 o 
Total (Hospital and Community) 516 431.2 85 13.25 5 18.3 o 
Enrol Nurses Psych Nurses Gen Nurses OT OT A Soc Workers CHWs 
(Grand total (national) 2217.35 2639.92 1056.04 136.06 191.49 184.28 108.5 
090 
Total (Community & Hosp OPO) 9,5 6.6 6.51 5.1 4.5 4 11 
Total (Hospital and Community) 30.2 22.3 20.81 21,6 17.9 10.1 22 
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3. Total occupied beds per month during 1997 per province 
Province Level Name Occupied beds 
Gauteng Psychiatric hosp Weskoppies 1000 
Sterkfontei n 624 
Tara 120 






I SUb-total 6118 
General hospitals Baragwanath/Chris Hani 147 
Garankuwa 55 
Helen Joseph 20 
Johannesburg 20 
Pretoria Academic 0.77 
Natalspruit 17.18 
Pholosong 13.24 
South Rand 1.61 
Tambo Memorial 8.98 
Tembisa 23.01 
Far East Rand 1.44 
Kopanong 18 
Leratong 25 
Pretoria West 37 
Sebokeng 32 
Dr Yusuf Dadoo 1.49 
Kalafong 2.74 
I SUb-total 424.46 
I Total 6542.46 
Province Level Name Occupied beds 
N. Province Psychiatric hosp Thabomoopo 734 
Evuxakeni 334 
Hayani 278 
I Sub-total 1346 
General hospitals Pietersburg x 
Mankweng 0 
Mokopane 11 
St Ritas 0 
Warmbaths 0 
I SUb-total 11 
District hospitals Bushveld region 3.1 
Western region 9.73 
Southern region 180 
Northern region ·198 
Lowveld (Nkhensani only) 25 
092 
Central r ion x 
SUb-total 415.83 
Total 1772,83 









Elise Ballot 2 
Philadelphia 38 
Themba 37 
Piet Retief 1,3 
Lydenburg 0 
H.A Grove 1 
[!§!rtal 165,3 
165,3 Total 
Province Level Name Occupied beds 
North-West ~atrichos= BO:helon: 270 
270 :: :1 Sub-total 
General hospitals Potchefstroom 11 
Odi 0,07 
George Stegmann 8 
District hospitals Jubilee 55 
Thusong 11 
Ge. De laReL 8 
,SUb-total 74 J 373,07 Total 
Province Level Name Occupied beds 
Free State Psychiatric hosp Poloko (Psych) 196 
310 
D93 





I SUb-total 45 ] 










I Sub-total 25.68 
ITotal 576.68 
Province Level Name Occupied beds 
N.Cape ~chiatric hosp West End 70 
70 Sub-total 
General Hos~itals Kimberl~ 0.05 
I SUb-total 0.05 





I Sub-total 0.13 
ITotal 70.18 
Province Level Name Occupied beds 
E. Cape Psychiatric hosp Elizabeth Donkin 114 
Umzimkulu 250 
Tower 345 
Fort England 319 
Komani 569 
[Sub-total 1597 
General Hospitals Frere 16 
C.M.H 35 
Umtata 30 
I Sub-total 81 ] 
District Hospitals Uitenhage 12 
PHPE 11 
[Sub-total 23 :J 
D94 
ITotal 1701 
Province Level Name Occupied beds 




I SUb-total 1216 
General Hospitals Groote Schuur 23.5 
Tygerberg 33 
Red Cross 4 
Karl Bremmer 0 
Paarl 0 
Eban Donges 0 
George 5.25 
I SUb-total 65.75 
District Hospitals Riversdale 1 
Mosselbay 0 





Prins Albert 1 
Uniondale 1 










Clan William a 
Vredendal 0 
Citrusdal a I Sub-total 5 
1286.75 Total 
Province Level Name Occupied beds 
KZN Psychiatric hasp Fort Napier 398 
Town Hill 430 
Ekuhlengeni 791 
Madadeni 783 
I Sub-total 2402 
General Hospitals Addington 17 
095 
King George V 118 
King Edward VIII 19 
Ngwelezana 34 
Edendale 46 
I SUb-total 234 
District Hospitals Nonjeni x 
Charles Johnson x 
St Francis x 
Assissi x 
Christ the King x 
G.J Crookes 1.8 
Murchison 0.7 
Port Shepston x 
























Mahatma Gandi x 
Osindisweni x 
Catherine Booth x 
Ekombe x 











IGrand total (national) 15136.67 
096 
4. Total admissions during 1997 per province 
Province Level Name Admissions 
Gauteng Psychiatric hasp Weskoppies 3390 
Sterkfontein 2443 
Tara 777 






I Sub-total 7333 
General hospitals Baragwanath/Chris Hani 1550 
Garankuwa 950 
Helen Joseph 467 
Johannesburg 422 
Pretoria Academic 20 
Natalspruit 448 
Pholosong 302 
South Rand 84 
Tambo Memorial 468 
Tembisa 400 
Far East Rand 75 
Kopanong 760 
Leratong 1159 
Pretoria West 18 
Sebokeng 1500 
Dr Yusuf Dadoo 109 
Kalafon: 200 
I SUb-total 8932 
[Iota I 16265 
Province Level Name Admissions 
N. Province Psychiatric hosp Thabomoopo 314 
Evuxakeni 40 
Hayani 0 
I SUb-total 354 
General hospitals Pietersburg x 
Mankweng x 
Mokopane 286 
St Ritas 80 
Warmbaths 37 
I Sub-total 403 
District hospitals Bushveld region 10 
Western region 209 
Southern region 1340 
Northern region 1456 
Lowveld (Nkhensani only) 349 
D97 
Central r~ion x I Sub-total 3364 
Total 4121 
Province Level Name Admissions 
Mpumalanga Psychiatric hosp 0 
I Sub-total 0 
General hospitals 0 
I Sub-total 0 
District hospitals 
Witbank 395 





Elise Ballot 31 
Philadelphia 398 
Themba 566 
Piet Retief 33 
Lydenburg 10 
H.A Grove 23 
I Sub·-total 2306 
2306 Total 
Province Level Name Admissions 
North-West PSthiatric hOS= BO=helon: 990 I Sub-total 990 
General Ilospitals Potchefstroom 240 
Odi 27 
George Stegmann 318 
Tshomagam 192 
I Sub-total 777 
District hospitals Jubilee 642 
Thusong 180 
Ge. De la Rey 67 
ISub-total 889 
2656 Total 
Province Level Name Admissions 
Free State Psychiatric hosp Poloko (Psych) x 
Oranje 531 
I Sub-total 531 






I Sub-total 591 










I Sub-total 601 
ITotal 1723 
Province Level Name Admissions 
N. Cape Psychiatric haS: West End 202 
I Sub-total 202 
General Hospitals Kimberly 13 
I Sub-total 13 







Province Level Name Admissions 
E.Cape Psychiatric hasp Elizabeth Donkin 977 
Umzimkulu 500 
Tower 465 
Fort England 1067 
Koman; 2177 
I Sub-total 5186 
General Hospitals Frere 699 
C.M.H x 
Umtata 415 
I SUb-total 1114 
District Hospitals Uitenhage 144 
PHPE 798 
I SUb-total 942 
ITotal 7242 
D99 
Province Level Name Admissions 




I Sub-total 7338 
General Hospitals Groote Schuur 3984 
Tygerberg 1021 
Red Cross 10 
Karl Bremmer 0 
Paarl x 
Eban Donges 0 
George x 
I Sub-total 5015 
District Hospitals Riversdale x 
Mosselbay 0 





Prins Albert x 
Uniondale x 















Province Level Name Admissions 
KZN Psychiatric hosp Fort Napier 2451 




General Hospitals Addington 817 
Ki ng George V 823 
0100 
King Edward VIII 557 
Ngwelezane 630 
Edendale 877 
I Sub-total 3704 
District Hospitals Nonjeni x 
Charles Johnson x 
St Francis x 
Assissi x 
Christ the King x 
G,J Crookes 92 
Murchison 32 
Port Shepston x 
St Andrews x 
Tayler x 






















Mahatma Gandi x 
Osindisweni x 
Catherine Booth x 
Ekombe x 











IGrand total (national) 56948 
0101 






Psychiatric hasp Weskoppies 
Sterkfontein 
Tara 





























































General hospitals Pietersburg 6.55 
Mankweng 19 
Mokopane 10 
St Ritas 14 
District hospitals Bushveld region 113 
Western region 17 
Southern region 70 
Northern (Malamulele only 14 
Lowveld (Nkhensani only) 21 
Central region x 
0102 
~ian 21 
Province Level Name ALOS 
Mpumalanga Psychiatric hosp 0 
IMedian 0 
General hospitals 0 
I Median 0 
District hospitals 
Witbank 4 





Elise Ballot 4 
Philadelphia 60 
Themba 14 
Piet Retief 12 
Lydenburg 3 
H.A Grove 4 
jMedian 6.5 
Median 6.5 
Province Level Name ALOS 
North~West PS~chiatric hasp Bophelong 60 
IMedian 60 
General hospitals Potchefstroom 18 
Odi 1 
George Stegmann 60 
TShoma:am 7 
IMedian 12.5 
District hospitals Jubilee 14 
Thusong 30 
Ge. De la Re: 4 
I Median 14 
Province Level Name ALOS 
Free State Psychiatric hosp Poloko (Psych) 365 
Oranje 60 
I Median 212.5 





















PSl'chiatric hos~ West End 
I Median 
General HOS=itals KimberlZ' 
IMedian 











General Hospitals Frere 
C.M.H 


































Acute Long stay 
38 1095 
I 
Province Level Name ALOS 





General Hospitals Groote Schuur 21 
Tygerberg 10.4 
Red Cross 180 
Karl Bremmer 0 
Paarl 5 
Eban Donges 0 
George x 
IMedian 7.7 
District Hospitals Riversdale x 
Mosselbay 0 





Prins Albert x 
Uniondale x 










Clan William 0 
Vredendal 0 
Citrusdal 0 
I Median x 
Province Level Name ALOS 
KZN Psychiatric hasp Fort Napier 377 




General Hospitals Addington 7 
King George V 14 
















































National median (Psychiatric hospitals) 
National median (General hospitals) 

















































6. Total ambulatory care attendances and defaults per month in 1997 per province 
Province Sector Level Name Attendances Defaulters Default rate (%) 
Gauteng Hosp OPD Psych hosp 
Weskoppies 330 80 
Sterkfontein 110 1 
Tara 1100 49 
East Rand SanatoriuIT x x 
Randfontein x x 
Randwest x x 
Struisbult x x 
Waverley x x 
Wit=oort x x 
I SUb-total 1540 130 8%1 
Gen hosp Baragwanath/Chris He x x 
Garankuwa 950 80 
Helen Joseph x x 
Johannesburg x x 
Pretoria Academic 300 16 
Natalspruit x x 
Pholosong x x 
South Rand 110 20 
Tambo Memorial 80 x 
Tembisa 60 x 
Far East Rand 90 x 
Kopanong 95 18 
Leratong 80 x 
Pretoria West x x 
Sebokeng 375 26 
Dr Yusuf Dadoo 30 x 
Kalafon 200 20 
2370 180 7% 
3910 310 7% 
Community Clin+CHC Central Wits Region Attendances Defaulters Default rate (%) 
City 400 15 
Hillbrow 450 x 
Townsview 400 10 
Jeppe 300 
Gordonia 80 x 
Alexandra 400 15 
Brixton 250 10 
Riverley 120 5 
Westbury 250 40 
Eldorado Park 1350 60 
Lenasia 1200 25 
Florida x 12 
Lillian Ngoyi 50 10 
Chianelo 800 50 
Diepkloof 624 60 
Dobsonville 173 10 
Meadowlands 480 50 
D107 
Mofolo 730 50 
Orange Farm 350 30 
Orlando 1000 70 
Zola 1300 50 
Ennedale 300 20 
Pimville 300 50 
I SUb-total 11307 643 5%1 
East Rand Region Attendances Defaulters Default rate (%) 
Alberton 390 20 
Eden Park 74 7 
Dresser 300 15 
Actonville 302 8 
Daveyton 416 50 
Boksburg 572 100 
Vosloorus 179 10 
Reiger Park 165 10 
Tsakane 226 15 
Rabie Ridge 25 1 
Bophelong 20 1 
Duduza 193 10 
Devon 21 3 
KwaThema 480 12 
Ratanda 83 5 
Randvaal 12 x 
Germiston 500 60 
Dukatole 25 3 
Katlehong North 14 2 
Goba 640 40 
Zonkizizwe 600 20 
Moleleki 100 11 
Khumalo 100 6 
Palm Ridge 16 3 
Kempton Park 421 40 
Thembisa CHC 360 40 
Thembisa clinic 250 30 
Erin 150 5 
Esangweni 109 7 
I SUb-total 6743 534 7%1 
Vaal Region Attendances Defaulters Default rate (%) 
Tokisong 200 8 
Sharpeville adult clinic 120 6 
Boipatong 180 7 
Kookrus 100 5 
Vereeniging 75 5 
Van der Bljl Park adul1 70 3 
Sharpeville child servi 25 8 
Vereeniging child serv 14 3 
Van der Bljl Park child 13 2 
I Sub-total 797 47 6%1 
Pretoria region Attendances Defaulters Default rate (%) 
Central North 200 18 
Central West 200 30 
Central East 150 8 
Pretoria North 250 9 
























Child & adolescents 



















Child and adolescent ( 
I Sub-total 
I Total (Community Clin+CHC) 
ITotal (Community and Hasp OPD) 
























































































































Lowveld (Nkensani on 
















































2071 462 18% 
2151 462 18% 





































































Elandiskraal 70 28 
Bokwalakwala 68 39 
!Sub-total 400.44 167.08 29%1 
Southern region Attendances Defaulters Default rate (%) 
Hlogotloli 74 27 
Phokoane 80 23 
Sephakli 56 27 
Marishane 40 8 
Phaahla 35 6 
Probeerin 31 5 
Klipspruit 21 7 
Goedgedacht 19 5 
Kensaam x x 
Rietfontein x x 
Mampane 25 7 
Mmotwaneng 21 5 
Dikgalopeng 11 4 
Matsepe 19 8 
Rammupudu 20 5 
Magalies 12 5 
Setlaboswana 16 6 
Leeufontei n 22 7 
Motetema 20 9 
Rakgoadi 19 8 
Moeding 13 3 
Mmutlane 19 12 
Mashabela 15 5 
Motsepe 15 2 
Mmanatoane 10 3 
Selepe 12 5 
Mecklengberg 24 11 
Rietfontein 22 23 
Sterkspruit 15 8 
Schlikmanskloof 14 6 
Basskloof 12 10 
Bothashoek 23 7 
Eerstegeluk 8 18 
Naboomkopies 19 8 
Praktiseer 16 9 
Taung 8 a 
Poli 135 37 
Jane Furse 140 51 
Marulaneng 19 6 
Manganeng 28 9 
Mailapitsane 18 5 
Magnet heights 27 13 
Mohlaletsi 34 11 
Seroka 14 3 
Madibaneng 21 9 
Radinqwane 11 5 
Phaahlamaanoge 11 6 
Mai lasegone 4 2 
Mphanama 24 12 
Mamone 22 8 
D111 
Nehabeleng 54 11 
Nkoana 25 4 
Ngoabe 40 11 
Schoonoord 36 13 
Moi~laats 21 6 
I Sub-total 1470 524 26%1 
Northern region Attendances Defaulters Default rate (%) 
Siloam 209 67 
Mudimeli 3 7 
Makhado 40 40 
Tshikulani 31 15 
Rabali 23 17 
Mephephu 56 27 
Straightae 21 17 
Khomele 9 14 
Tshawara 25 19 
Matsa 32 13 
Ntudimeli x x 
Mauluma 37 17 
Fondiwe 51 23 
Valdezia 25 5 
Kuruleni 18 2 
Marseilles 44 11 
Helderwater x x 
Bungeni 182 12 
Khansone x x 
Riverplaats 14 1 
Masakona 35 3 
Nthabalala 19 5 
Mulima 38 4 
Muila 32 3 
Mnwanani 28 2 
De Hoop 30 2 
Mashani 52 7 
Waterval x x 
Mashemba 48 5 
Mobiles 937 38 
Nthlaveni C 31 0 
Mhinga 19 4 
Nthlaveni D 12 0 
Mtititi 16 3 
Shingwedzi 7 0 
Tlangelani 29 4 
Mphambo 17 7 
Shigalo 23 0 
Mavambe 19 0 
Shikundu 29 0 
Nthlaveni E 26 0 
Donald Fraser clinics 662 94 
1 Sub-total 2929 488 14(1'01 
Lowveld region Attendances Defaulters Default rate (%) 
I Sub-total x x x 
0112 
Central region Attendances Defaulters Default rate (%) 
\ SUb-total x x x 
Total (Clin+CHC) 2673.44 805.08 23% 
Total (Community & Hosp OPD) 4824.44 1267.08 21% 
Mpumalang Hosp OPD District Hosp Name Attendances Defaulters Default rate (%) 
Witbank x x 
Rob Ferrera 21 4 
Barbeton 20 a 
Shongwe 6 a 
Standerton x x 
Embhuleni 120 20 
Mamethlake 10 a 
Amajuba a a 
Elise Ballot a a 
Philadelphia x x 
Themba 160 10 
Piet Retief 55 14 
Lydenburg a a 
H.A Grove a a 
I Total (Hospital OPD) 392 48 11%1 
Community District Name of clinic Attendances Defaulters Default rate (%) 
Tonga 
Mangweni 22 5 
Mbuzini 6 1 
Mbangwane 7 2 
Fig Tree 11 2 
Masibekela 19 5 
Block B 8 1 
Block C 11 3 
Naas 19 5 
Steenbok 11 2 
Strydomblok 3 a 
Komati[!oort 5 a 
f'Sub-total 122 26 18%1 
Attendances Defaulters Default rate (%) 
Witbank 
Lynnville 265 36 
Phola 76 10 
Botleng 28 9 
Louise 150 4 
I SUb-total 519 59 10%1 
Attendances Defaulters Default rate (%) 
Lydenburg 
Mobiles 51 x 
Lydenburg 103 10 
Mashishing 126 10 
Burgersfort 15 10 
Ohrigstad 46 4 
Sakhelwe 25 5 
D113 
Emgwenya 38 6 
Watervalboven 13 3 
Enthonyeni 18 2 
Machadadorp 10 2 
Siathuthuka 54 6 
Rusoord 20 4 
Kinderhuis 21 0 
Bradfontein 9 1 
Khanya 47 0 
Estral ita 42 0 
Wenakker 150 0 
I SUb-total 788 63 7%1 
Attendances Defaulters Default rate (%) 
Standerton 
Jerry van Vuuren 172 25 
Siyathemba 60 20 
Maharoone 30 4 
Standerton old age ho 6 0 
Standerton Hosp ope 11 5 
Balfour mobile 5 0 
Standerton mobile 4 0 
I Sub-total 288 54 16%1 
Attendances Defaulters Default rate (%) 
Witbank 
Driefontein 33 8 
Driefontein 22 5 
Iswepe 5 2 
Mobile I 3 3 
Mobile II 6 2 
Mobile III 1 1 
I Sub-total 70 21 23%1 
Attendances Defaulters Default rate (%) 
White River-Kabokweni 
Hazyview 10 3 
Shabalaga 15 2 
Bongani 20 5 
Mthimba 30 5 
Jerusalem 35 5 
Manzini 35 5 
Legogote 20 3 
Mbonisweni 5 1 
Dwalisini 15 2 
Clau-Clau 15 5 
Mafoko 3 0 
Khumbula 15 3 
Gutshwa 15 3 
White River 8 2 
Kruger National Park 1 0 
Phola-Nsikazi 0 0 
~ub-total 242 44 15%\ 
Attendances Defaulters Default rate (%) 
Kwa-Mhlanga 
Ekangala CHC 38 5 
Ekangala F 12 0 
Kwamhlanga 5 0 
0114 
Kameelpoortnek 38 4 
leeufontein 20 0 
Moloho 20 a 
Kwaggafontein CHC 62 25 
Kwaggafonteill A 50 20 
Mathyzevloop 15 10 
Boekenhouthoek 25 0 
Goederede 10 0 
Vriesgewacht 38 5 
Vlaklaagte CHC 52 20 
Vlaklaagte I 54 20 
Tweefontein A 38 15 
Tweefontein C 10 a 
Tweefontein D 10 10 
Tweefontein H 80 35 
Gembokspruit x x 
Vezibuhle 10 0 
Buhleburice 10 0 
Bronkhodmine 5 a 
Vlakfontein 3 0 
Verena 10 0 
Tweefontein 15 0 
I Sub-total 630 169 21%1 
Attendances Defaulters Default rate (%) 
Nelspruit 
Blondal 11 11 
Eziweni 0 a 
Kanyamoz 331 15 
lVIatsulu 248 12 
Msogwab 427 15 
Sibuya 272 7 
Luphu 1 1 
Zwelisl1a 193 6 
Thekwa 3 3 
Nwalini 97 1 
I Sub-total 1583 71 4%1 
Attendances Defaulters Default rate (%) 
Barberton 
Kaapmuiden 10 5 
Lowscreek 15 5 
Shannon 4 1 
Emjindini 70 25 
Barberton 9 2 
I Sub-total 108 38 26%1 
Attendances Defaulters Default rate (%) 
Eerstehoek-Carolina 
Tjakastad 52 15 
Mooiplaas 7 3 
Isomilani x x 
Vlakplaas 2 1 
Carolina mobile 
Badplaas mobile 15 10 
Southern clinics mobil x x 
Central clinics mobile x x 
Carolina 9 x 
D115 
Eerstehoek x x 
Diepdale 40 20 
Fernie I 28 12 
Fernie II 35 15 
Mayflower 25 10 
Dundonald 58 24 
Glenmore 53 15 
Swallownest 30 8 
Betty Goed 10 5 
Hartebeeskop 28 10 
Nhlazatshe 16 10 
Siobeia 40 10 
Kromdraai 20 5 
I SUb-total 468 173 27%1 
Attendances Defaulters Default rate (%) 
Shongwe 
Jeppes reef 13 4 
Schoemansdal x x 
Driekoppies 9 8 
Middelplaas 10 4 
Phiva x x 
Langeloop 14 10 
Boschfontein 16 4 
Mzinti 9 2 
Sihlangu x x 
Mgobodi 9 7 
Sikhwahlane 2 0 
Kamhlishwa 5 2 
Jeppes Rust 3 1 
Mobiles 
I SUb-total 90 42 32%1 
Attendances Defaulters Default rate (0/0) 
Mmametlhake 
Marapyane Health Gel 83 41 
Allemansdrift Health C 24 21 
Mammetlhake 53 11 
Pankop 86 18 
Mokaneng 49 17 
Seabe 85 26 
Lefisaane 58 9 
Ga-Maria 10 1 
Bloedfontein 48 8 
Troya 17 1 
Loding 9 1 
Vaalbank 41 4 
Witlaagte 13 3 
Kalkfontein 26 10 
Mobile: Allemansdrift 0 0 
Mobile: Mmametlhake 0 0 
I SUb-total 602 171 22%1 
Attendances Defaulters Default rate (%) 
Volksrust Joubert st 151 8 
Hoop str Perdekop 26 9 
Wakkerstroom old agE 38 3 













ITotal (Community Clin+CHC) 
ITotal (Community and Hosp OPD)) 
Hospital OPD Name 
Psych hosp Bophelong 
1 Sub-total 





District hospi Jubilee 
Thusong 
Ge. De la Re 
Sub-total 
Total (Hospital OPD) 
Community District Name of clinic 
MogwaseA "17 clinics" 
"Mobile clinics" 









































































































Defaulters Default rate (%) 
200 
1 Sub-total 562 200 26%1 
Vryburg Huhudi 230 90 
Stella 20 8 
Lavuma 10 4 
Bithakwana 5 2 
Bevondale 5 2 
Lykso 4 1 
Col ridge 165 50 
1 SUb-total 439 157 26%1 
Attendances Defaulters Default rate (%) 
Rustenburg 
"1 Urban" x x 
"7 Peri-urban" x x 
Menakato 44 12 
BOitekong 25 5 
Bafokeng 61 39 
"11 Rural" x x 
Kana 61 x 
Mfidikwe 0 0 
Luka 62 6 
Chaneng 50 15 
Raseng 60 35 
Wonderkop 15 3 
Thekwane 28 16 
Rankele Nyane 25 6 
Phatsima 37 10 
1 SUb-total 468 147 24%1 
Attendances Defaulters Default rate (%) 
Kudumane Kagisho 56 10 
Loopen 39 9 
Ben Del 50 8 
Kamden 80 20 
1 Sub-total 225 47 17%] 
Attendances Defaulters Default rate (%) 
Schweizer -Reneke 
Town clinic 120 20 
Iperegeng 60 10 
Amalia 30 5 
Christiaan 70 15 
Bloemhof 75 15 
1 SUb-total 355 65 15%1 
Attendances Defaulters Default rate (%) 
Ventersdorp Ventersdorp CHC x x 
Gateway x x 
Tshing x x 
Mobile I x x 
Mobile II x x 
Mobile III x x 
lVIobile IV x x 
Ga-Motlatla x x 
Doornkop x x 
Goedgeronde x x 
Mo:o:a x x 
1 SUb-total 0 0 00Zi] 
D118 
Attendances Defaulters Default rate (%) 
Makopanstad-Cyverkuil 
Makopanstad 120 8 
Mathambo 124 19 
Tlakstad 22 4 
Kgomakgoma 18 0 
Thukwe 22 1 
1 Sub-total 306 32 9%1 
Attendances Defaulters Default rate (%) 
Moretele-Cyverkuil 
Kutluanking 33 17 
Releboche 55 6 
Lebot/oane 80 14 
Moretele 29 14 
Dikeru 34 4 
I Sub-total 231 55 19%1 
Attendances Defaulters Default rate (%) 
Ratjiepan 
Refontse 38 4 
Gamotle 63 18 
Mogogeko 49 18 
Ratjiepan x x 
Diloeye 17 5 
I Sub-total 167 45 21%1 
Attendances Defaulters Default rate «Vo) 
Moretele-Temba 
Selepe 4 1 
Dipethane 14 5 
Mukubyana 7 2 
Ruigdestaat 15 0 
Ballontlokoa 7 0 
Moroki 8 0 
Tlamane 7 4 
Dr Greus 3 3 
Tholse 10 a 
Siagboom 3 a 
Olvertrou 5 1 
Lefathlan: 3 0 
I Sub-total 86 16 16%1 
Attendances Defaulters Default rate (%) 
T emba-Moretele 
Bosplaas 47 17 
Kekanastad 80 3 
Temba 78 13 
Ramotse 53 9 
Babelezi 22 0 
Maubane 59 15 
I Sub-total 339 57 14%1 
Attendances Defaulters Default rate (%) 
Potchefstroom 
All clinics 555 20 
I Sub-total 555 20 3%1 
Attendances Defaulters Default rate (%) 
Uchtenburg 
Bodibe 53 16 
D119 
Polyclinic 30 12 
Itsoseng 40 13 
Matshepe 6 5 
Dithwaneng 4 2 
Verdwaal 10 5 
Phatsima 8 2 
Bethel 14 6 
Matile II 12 10 
Lichtenburg I 24 6 
Lichtenburg II 32 20 
Lichtenburg III 48 5 
Lichtenburg IV 49 2 
Lichtenburg V 20 2 
Blydeville 11 10 
Biesiesvlei 18 10 
Coligny I 44 10 
COlign: II 22 1 
I Sub-total 445 137 24%1 
Attendances Defaulters Default rate (%) 
Odi 
Boekenhout 56 30 
Buffelsdoori ng 14 6 
Hebron 20 17 
Hoekfontein 28 26 
Ikhutseng 43 24 
Jericho 29 16 
Kgabo 48 23 
Kgabalatsane 13.3 2 
Kromkuil 12.3 2 
Maboloka 48 7 
Madibi 17.5 3 
Phedisong I 25 4 
Phedisong IV 32 4 
Phedisong VI 35 5 
Rabokala 6.5 0.8 
Repentse 16.5 2 
Sedilega 9 1 
Soutpanslaagte 8 0.7 
Tlamelong 56 9 
Winterveldt 43 6 
Mobiles 14 1 
I SUb-total 574.1 189.5 25%1 
Brits x x 
Delareyville x x 
Mafikeng x x 
Taung x x 
Wolmaransstad x x 
Zeerust x x 
Total (Clin+CHC) 6056.1 1478.5 20% 
Total (Clinics and Hasp OPD) 7337.1 1850.5 20% 
D120 
Free State Hospital OPD !\lame 
Psych hasp Patoko (Psych) 
Oranje 

















Total (Hospital OPD) 





































570 200 26%1 











0 0 0% 
1516 213 12% 



























Baltho 177 50 
Rocklands 573 81 
Heidedal 169 28 
Brandfort 17 31 
Soutpan 6 0 
Verkeerdevlei 0 0 
Lu:enhover=ark 1 0 I Sub-total 1445 269 16%1 
Attendances Defaulters Default rate (%) 
B All clinics x x 
1 SUb-total 0 0 0%1 
Attendances Defaulters Default rate (%) 
C Mobiles x x 
Bothaville x x 
Kgotsong x x 
KMaile x x 
1 Sub-total 0 0 0%1 
Attendances Defaulters Default rate (%) 
D 
Vtrkkr Clinic 237 51 
Viljkroon PHC 27 11 
Rammolutsi 18 4 
Viljkroon LA 10 0 
Ngwathe 5 1 
Zamdela 63 5 
Frankfort x x 
Namahabi 86 15 
Tweeling 35 2 
Parys 49 0 
Tumahole 78 35 
Metsimaholo 7 0 
Heilbron 2 0 
Siza Bantu 9 4 
Relebohle 16 2 
Sadersv i lie 14 0 
Maphiri 18 0 
Villiers 3 0 
Qalabotjha 14 0 
Phedisong 25 2 
Koppies 21 7 
Vredefort 44 0 
Dene:sville 27 3 
lMiotal 808 142 15%1 
Attendances Defaulters Default rate (%) 
E 
Tshiame B 16 4 
PO Harrismith 30 4 
PHC Harrismith 12 3 
Lesedi 39 1 
PO Warden 3 0 
Ezenzeleni 11 0 
PO Vrede 4 1 
Tsepo Themba 12 0 
Bophelong 40 4 







F All clinics 
I Sub-total 
ITotal (Clinics & CHCs) 
ITotal (Community & Hasp OPD) 
Name 
West End 



















Hantam All clinics 
I Sub-total 















'190 22 10%1 




































387 106 22%1 


















Defaulters Default rate (%) 
15 
15 20%1 
Defaulters Default rate (%) 
25 
25 20%1 





153 38 20%1 
























ITotal (Clinics & CHCs) 
ITotal (Community & Hosp OPD) 
E.Cape Hospital OPD Name 
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Total month! visits (Jan-Feb, 1998 7643.5 740 
Total Clinic and CHC Attendances 7643.5 740 9% 
Total (Clinic and Hasp OPD attendances) 26248.5 2054 7% 
W. Cape Hospital OPD Name Attendances Defaulters Default rate (%) 
Psych hasp Valkenberg 1100 x 
Stikland 1657 x 
Lentegeur 1364 60 
I Sub-total 4121 60 1%1 
General Hos Groote Schuur 500 135 
Victoria Hospital x x 
Tygerberg 500 40 
Red Cross 295 38 
ISub-tota! 1295 213 14%1 
Attendances Defaulters Default rate (%) 
District Hasp Ceres 0 0 
Robertson 0 0 
Montagu 0 0 
Caledon 0 0 
Hermanus 0 0 
Bredasdorp 0 0 
Swellendam 0 0 
Riversdale x x 
Uniondale 0 0 
Laingsburg 0 0 
Prins Albert 0 0 
Beaufort West 0 0 
Murraysburg 0 0 
Mosselbay x x 
George x x 
Knysna x x 
Oudtshoorn x x 
Sub-total 0 0 0% 
Total (Hospital OPD) 5416 273 5% 
Community Region Name of clinic Attendances Defaulters Default rate (%) 
Metropol 
District 1 517 19 
2 266 38 
3 916 379 
4 372 42 
5 2250 279 
6 757 122 
7 565 114 
8 1520 212 
9 176 23 
10 562 65 
11 x x 
1 SUb-total 7901 1293 14%1 
Attendances Defaulters Default rate (%) 
D125 
Southern C. All Clinics 
Heidelberg 100 15 
Riversdal 82 5 
Stilbaai 15 2 
Albertinia 20 3 
Mosselbay Mobiles 60 3 
Mosselbay clincs 100 8 
Grootbrakrivier 43 4 
George Mobiles 114 15 
George clinics 187 23 
Knysna Mobi les 211 15 
Knysna clinics 90 9 
Plettenberg Bay 49 5 
Calitzdorp 39 1 
De Rust 13 a 
Dysselsdorp 105 3 
Haarten 12 7 
Herold 11 a 
Ladismith 38 a 
Zoar 85 7 
Oudtshoorn Mobiles 33 1 
Uniondale 31 5 
Oudtshoorn clinics 120 x 
B. West clinics a a 
B. West Mobiles 1 a 
Klaarstroom a a 
Laingsburg 40 a 
LeeuGamka 41 a 
Merweville 7 a 
Murraysburg 19 a 
Nelspoort a a 
Prins Albert 28 a 
1 Sub-total 1694 131 7%1 
Attendances Defaulters Default rate (%) 
Westcoast/\1 All clinics 1554 390 
1 Sub-total 1554 390 20%1 
Attendances Defaulters Default rate (%) 
Boland Overberg 
Heidehof 9 a 
Bergsigkliniek 46 8 
Caledon 29 a 
Genadendal 42 4 
Greyton 14 3 
Grabouw 55 7 
Pineview 61 8 
Groenland 5 a 
Silwerjare 7 a 
Hermanus 97 10 
Hawston 50 a 
Huis Lettie Theron 10 a 
Zwelihle 31 a 
Kleinmond 51 4 
Mount Pleasant 50 a 
Stanford 22 3 
Vi II iersdorp 72 3 
D126 
Regina 5 0 
Rust en Vrede 5 0 
Gansbaai 39 1 
Berg 'n See 10 a 
Botrivier 15 2 
Gouda 17 0 
Lady Ella Saron 18 16 
Montana 40 13 
Tulbagh 19 11 
Bella Vista 63 12 
Zweletemba 78 7 
Touwsriver 43 5 
De Dooms 49 19 
Rawsonville 16 6 
De Wet 10 3 
Orchard 17 2 
Sandhi lis 11 0 
Brandwacht 25 0 
Bossieveld 13 0 
Opdie Berg 24 12 
Wolsley 24 8 
Prins Alfred Hamlet 16 5 
Esperanto 16 3 
Platulei 14 3 
Annie Brown 35 7 
PG Strauss 3 0 
Maudie Kriel 1 0 
Warm Bokkeveld 30 5 
Maria Pieterse 279 68 
Worcester 1 54 8 
Worcester 2 64 4 
Worcester 3 53 1 
Huis Andries Hammar 3 0 
Nuwerus 23 0 
Huis Brevis 14 0 
l'lasorg vir dowes 19 0 
Werkswinkel vir blind€ 34 1 
Robertson 40 10 
Hagar 1 26 7 
Hagar 2 20 12 
I\Jkqubela 15 5 
McGregor 10 4 
Huis Le Roux 4 0 
Bonnievale 32 4 
Herfsvreugde Tehuis x 0 
Ashton Mun 36 3 
Kogmanskloof 40 5 
Montagu Mun 34 2 
Victoria 35 5 
Ashbury 23 2 
Huis Uitvlugt 2 0 
Suurbraak 22 2 
Swellendam 
Sub-total 
Total (Clinics & CHCs) 
0127 
lTotal (Community & Hosp OPD) 18840 2424 11%1 
KZN Hospital OPD Name Attendances Defaulters Default rate eM 
Psych hosp Fort Napier 110 4 
Town Hill 330 11 
Ekuhlengeni 0 a 
Madadeni 2596 840 
ISub total 3036 8551 22%1 
Attendances Defaulters Default rate (%) 
General Has Addington 900 65 
King George V 790 65 
King Edward VIII 680 70 
Ngwelezane 366 61 
Edendale 201 X 




Attendances Defaulters Default rate (%) 
District Hospitals 
A Murchison 36 X 
Port Shepston X X 
GJ Craokes 22 X 
St Andrews X X 
B Northdale 100 X 
Greytown X X 
St Appolinaris X X 
C Ladysmith 120 X 
Estcourt X X 
Emmaus X X 
0 Benedictine X X 
St Francis X X 
Ceza X X 
Itshelejuba X X 
E Bethesda X X 
Manguzi X X 
lVIosvold X X 
Mseleni X X 
F Clairwood X X 
Mahatma Gandi X X 
Osindisweni X X 
G Newcastle X X 
Charles Johnson X X 
Church of Scotland X X 
Oannhauser X X 
Dundee X X 
Utrecht X X 
H Empangeni X X 
Ekombe X X 
Catherine Booth X X 
Eshowe X X 
Mbongolwane X X 
0128 
Stanger X X 
Hlabisa X X 
Sub total 0 0 0% 
Total (Hospital OPD) 6773 1266 16% 
Community Region Name of clinic Attendances Defaulters Default rate (%) 
A Matatiele clinics + mol 120 20 
Jolivet 100 x 
Oududu 100 x 
Philani 10 x 
Olangezwa 10 x 
1 Sub-total 340 20 6%1 
Not stated Ntabeni 79 15 
Gcilima 47 10 
Ludimalo 34 12 
Gamalakhe 61 14 
Bomela 42 19 
Ezingolweni 194 56 
Xhamini 22 9 
Pisgan 25 6 
Thonjeni 10 2 
Elim 111 35 
Mobile I 8 3 
Mobile II 23 5 
1 Sub-total 656 186 22%1 
Attendances Defaulters Default rate (%) 
A All clinics x x 
B All clinics x x 
C All clinics x x 
0 All clinics x x 
E All clinics x x 
F All clinics x x 
G All clinics x x 
[Total (Clinics & CHCs) 996 206 17% 
ITotal (Community & Hosp OPD) 7769 1472 16% 
IGrand total (national) 108144 13665 11% 
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Appendix E. 
A model for calculating mental health service and resource needs for people with 
severe psychiatric conditions in South Africa 
Step 1 
Step 2 
Hypothetical population of an average 
district or region 
Age distributions 
Under 15 years 








IPrevalence of severe psyChiatric conditions 
Disorders One year 
prevalence 
(%) 
Non-affective psychosis # 0.5 
Bipolar affective disorder 1.3 
Major depression 10.3 
Anxiety disorder ## 17.2 
PTSD##If. x 
Substance-induced psychosis ##If. x 
Brief psychotic disorder ##If. x 
Total 29.3 
Total number Expected % Expected Prevalence 
expected of severe number of of severe 
in population cases severe cases cases 
318 100 318 0.0031825 
827 100 827 0.0082745 
6556 20 1311 0.0131119 
10948 5 547 0.0054739 
x x x 
x x x 
x x x 
18649 x 3004 0.0300428 
--
# Nonaffective psychosis includes schizophrenia, schizophreniform disorder, schizoaffective disorder, delusional disorder 
and atypical psychosis. 
## Anxiety disorder includes panic disorder, agoraphobia without panic disorder, social phobia, simple phobia 
and generalised anxiety disorder. 
##If. Posttraumatic Stress Disorder (PTSD), substance induced psychosis and brief psychotic disorder are not reported in 
the NCS stUdy. Calculated prevalence is therefore an underestimation of the likely prevalence of severe psychiatric conditions. 
E1 
Step 3 Mental health service needs (at 30% and 100% levels) 
Ambulatory care: annual attendances 
Total Target Coverage # Minimum Total annual Utilisation rate 
prevalence population annual visits visits for per person per 
per person population ## year ### 
0.03 63650 0.3 12 6884 0.07 
0.03 63650 1 12 22947 0.23 
# Rispel, Price & Cabral (1996) recommend two levels of coverage: 30% (0.3) and 100% (1.0) 
## Total annual visits = (prevalence*target population*coverage*minimum annual visits per person) 
### Utilisation rate per person per year = total ambulatory care visits per year/total population 
BEDS NEEDED Acute inpatient care 
Disorders Expected % in need of ALOS# Rotation Acute 
number of acute inpt (Acute) factor## beds ### 
severe cases care per year (acute) 
Non-affective psychosis 318 50 21 1.15 11 
Bipolar affective disorder 827 30 14 1.15 11 
Major depression 1311 5 30 1.15 6 
Anxiety disorder 547 5 2 1.15 0 
PTSD x x x x x 
Substance-induced psychosis x x x x x 
Brief psychotic disorder x x x x x 
Total 3004 x 17 x 28 
# ALOS = Average length of stay 
## Rotation factor allows for a period when the bed is unoccupied between discharge and new admission. 
recommends rotation factors of 1.15 (acute) and 1.05 (med-Iong), implying bed occupancy rates of 85% and respectively. 
### Beds = number of severe cases*(% needing hospitalisation in a year/100)*(ALOS/365)*rotation factor 
E2 
Step 4 
Med-Iong inpatient care Admissions #### Communityl 
% in need of ALOS# Rotation Med-Iong Annual Annual Weighted hospital 
med-Iong inpt (med-Iong) factor## beds ##If. admission admission mean ratio for 
care per year (med-Iong) rate for acute rate for med- annual patients 
5 180 1.05 8 facilities in long stay admission ##### 
0.5 180 1.05 2 the region/ facilities in rate 
0 0 1.05 0 district the region! 
0 0 1.05 0 district 
x x x x 
x x x x 
x x x x 
x 180 x 10 516 20 381.15 98% 
# ALOS = Average length of stay 
## Rotation factor allows for a period when the bed is unoccupied between discharge and new admission. The WHO model 
recommends rotation factors of 1.15 (acute) and 1.05 (med-Iong), implying bed occupancy rates of 85% and 95% respectively 
### Beds = number of severe cases*(% needing hospitalisation in a year/1 OO)*(ALOS/365)*rotation factor 
###If. Annual admission rate = (number of beds*bed occupancy rate*365)/ALOS 
##### Community/hospital ratio for patients = (annual attendance rate/(annual attendance rate+annual admission rate) 
Human resource requirements 
Human resources for ambulatory care 
Total annual DPV# Working days Staff working 











per day ## 
11 
11 
FTE### I FTE Total FTE 
(Home visits 
and outreach) 
2.78 I 9.27 2.78 12 
# DPV = Daily Patient Visits = (annual visits/number of working days per year (264) ie average number of patients who use 
ambulatory care services in one day. 
##. Figures drawn from South African workload studies at PHC (Rispel, Price & Cabral, 1995). 
Staff working days per year were calculated after holidays and sick leave. 
Consultations per day were calculated using an assumption of 44.3%; of staff time in direct patient contact, 
based on observations of work patterns. The remainder of the time is spent on administration, preparation, 
meetings,continuing education, tea/lunch, and time without specific activity. This figure is comparable to 
the national mean DPV per 100 000 (of 13), reported in the provincial services questionnaire. 
###- FTE = (OPV/Consultations per day)*(Working days per year/staff working days per year) 
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Ambulatory care FTE staff breakdown # 
Psychiatric General OT OTA Social Worker Psychologists Psychiatrists Reg/MO Total FTE 
nurses ## nurses 
2 5 0.5 1.5 1 1 0.25 0.75 12 
# Relative distribution according to WHO proposals, with additional emphasis on rehabilitation staff via home visits and outreach. 
## Distribution of nursing staff between psychiatric, general professional, enrolled and assistant nurses needs to be developed in future. 
Human resources for acute inpatient care unit # 
Beds Unit Head Psychiatrists Reg/MO Social Worker Nurses ## Total CliniCalj 
(Psych iatrist) Staff 
28 0.5 0.5 1.0 1.0 14 17 I 
# Approximately 10 admissions per week, with ALOS = 17 days. Again, staff distribution follows WHO proposals. 
## WHO model recommends a nurse/bed ratio of 0.5 for medium-long stay facilities 
Human resources for med-Iong stay inpatient care (Unit serving 5 regions/districts) 
Beds Unit Head Reg/MO Psychologist Social Worker OT OTA Nurses ## 
(Psychiatrist) 
52 0.5 1.0 1.0 1.0 0.5 2.0 16 
# The WHO model recommends a nurse/bed ratio of 0.3 for medium-long stay facilities 
Human resources for med·long stay inpatient care (per region/district served) 
Beds Unit Head Reg/MO Psychologist Social Worker OT OTA Nurses ## 
(Psychiatrist) 
10 0.1 0.2 0.2 0.2 0.1 0.4 3.1 
Managerial requirements for the region/district # 
Mental health Nurse Om buds- Informationl Total 
coordinator manager person ## Education managemt 
officer## staff 
0.2 0.2 0.5 1.9 I 
# Figures drawn directly from WHO model's managerial requirements, converted to the population for a region/district 








Staff/bed and staff/DPV ratios 
Type of Acute Med-Iong Ambulatory 
professional inpatient care stay inpatient care 
care (staffIDPV)# 
Nurses 0.50 0.30 0.27 
OT 0.01 0.02 
OTA 0.04 0.06 
Socia! Workers 0.04 0.02 0.04 
Psychologists 0.02 0.04 
Psychiatrists 0.04 0.01 0.01 
Reg/MO 0.04 0.02 0.03 
Education/I nfo 
Ombudsperson 
Total 0.61 0.42 0.46 
# OPV figure is at 30% coverage, ie 26 (approximating current utilisation) 
Total human resources required for the region/district 
Type of Acute Med-Iong Ambulatory Managerial Total Ambulatory 
professional inpatient stay inpatient care percentage 
care care (community/ 
Nurses 14 3.1 7.0 1 25.1 hospital ratio 
OT 0.1 0.5 0.6 for staff) 
OTA 0.4 1.5 1.9 
Social Workers 1.0 0.2 1.0 2.2 
Psychologists 0.2 1.0 1.2 
Psychiatrists 1.0 0.1 0.3 0.2 1.5 
Reg/MO 1.0 0.2 O.S 1.9 
Educationflnfo 0.5 0.5 
Ombudsperson 0.2 0.2 
Total 17 4.3 12 1.9 35.2 34% 
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AppendixF. Norms Manual 
Preface 
Who is this manual for'? 
This norms manual is designed to be read by provincial mental health 
coordinators, district health managers, hospital managers, and all those 
involved in the planning and management of public mental health 
services in South AIi-iea. 
Its goals arc (l) to introduce a set of norms into mental health service 
planning and delivery, and (2) to assist provincial mental health 
coordinators, district health managers and hospital managers to assess, 
plan and monitor mental health services according to the proposed 
norms. 
How to use this manual 
This manual is designed as a practical, interactive tool. The main content 
is to bc fi.)Lmd in Chapter 3, which provides a step-by-step guide 10 
assessing, planning and monitoring the mental heal1h service in your 
province, region or district. By filling in the indicators from your own 
service as instructed, you will be able to compare mental health services 
in your area with the national baseline and target norms. 
,\'he introduction and first 2 chapters provide a background to 
understanding norms and their use. The introduction defines norms, 
standards and indicators, describes the scope of this manual and explains 
the llse of baseline and target norms. Chapter 1 outlines the vision of 
mental health care in the post-apartheid era. Chapter 2 describes a model 
flU estimating the services needed [or people with severe psychiatric 
conditions and calculates target norms according to this model. 
Introdudion 
What arc norms'! 
In this manual, norms are acceptable levels of menial health care. Using 
numbers, they describe a minimum acceptable level of health care lor 
people with severe psychiatric conditions (SPC). 
There are various ways or measuring an acceptahle level of care or rate 
of service provision. One example is the number of acute psychiatric 
beds availahle for the popUlation heing served. Others are the rate at 
which patients are admitted to psychiatric hospitals every year, or the rate 
at which they attend primary 11calth care (PI Ie) clinics. 
Fl 
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No single norm can assess whether the service is acceptable. For 
cxample, to state that there are enough psychiatric beds in a province 
does not imply that the service is adequate. A service also needs 
effective community-based care. It is therefore essential to ensure that a 
range of dil1crenl norms are in place to monitor a service in a holistic and 
eflcctive way. 
Norms rcJ(~r to how the serviee should be delivered. But in order to be 
uselhl, norms need to be linked to the way in which services work in 
reality. In order to do this, it is necessary to tind measures or indicators 
lhat describe how the mental health service actually works. Indicators 
are measured in the same way as norms, J(Jf example by working out the 
number or acute psychiatric beds which arc available to serve a particular 
population, say the population of a provim:e. 
The only eli/Terencc between norms and indicators is that norms describe 
how the service should he functioning, whereas indicators describe how 
it is functioning. 
Figure 1 shows the relationship between norms, indicators and policy. 
Fi~ure I. Norms, indicators and service planning 
------""---
P()LICY c __ ==> 
r "" 
NORM 





l- POPULATION ""J (of district, region Of" province) __ _ 
fr-l f: .•... ~_ --_"_"_"_ -_""_L""_" 
Acute beds in Hospital 1 
Acute beds in Hospital 2 
_~~~!t:_~t;~is_i~!iQ~Q i_~(lL:L__ _ __ 
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Norms and indicators: an illustration 
Lct's take an example which illustrates lhe relationship bctween norm.'> and indicators. There 
are 7 acute psychiatric beds f()r every 1 no 000 people in the Northern Cape (55 beds fi)1' the 
whole rrovince). This is a useful indicator or the available inpatient care f()l" the peoplc in 
that province. 'The Norms and Standards rroject recommended that there should be a baseline 
norm of 13 and a target norm of 28 acute beds per 100 noo popUlation. This indicator shows 
how nir acute inpatient mental health care in the Northern Cape f~lnS below these norms. 
Why do we need mental health norms'! 
Norms are helpful Jar the Ihllowing reasons: 
" Norms and indicators measure the extenl to which a mental health 
service is achieving its WJals 
'y I r we link nonns to indicators it is possible to measure inequities 
between communities, districts and provinces 
" Norms make it possible to estimate what resources would be needed 
to redress existing ineq uities 
'yNorms and indicators promote the (!tlident lise of resources 
'y Nurms can be used to motivate fi)r more appropriate jl.mding for 
services lor severe psychiatric conditions 
);- Norms and indicators are useful management tools which assist 111 
decentralisation and empowerment of mental health managers 
Scope of the norms 
These norms are f()r the delivery of mental health services to people with 
severe p"\ychiatric cunditions (SPC). People with SPC are defined as 
having an "absolute need"i for care: "those who require hospitalisation or 
would require hospitalisation if adequate community services were not in 
place".ii This includes: 
'y People with severe chronic psychiatric conditions such as 
schizorhrenia and bipolar affective disorder. People with such 
conditions usually require short term admission fbllowed by ongoing 
support and management in lhe community. A small percentage of 
these patients require long term inpatient care. 
'y People who require short term hospitalisation f()t' the management of 
(I('ule psychiatric problems such as suicide attempts, brief psychoses 
Of panic attacks. 
Research from various sourcesii indicates that this patienl population 
constitutes approximately 3%, of the general population of the country. 
Although this mDy appear to be a relatively small number of people, the 





considerable resources and careful planning. Poorly pJanned services can 
lead to wasteagc or scarce resources and/or inhumane treatment of' 
patients. 
For the purposes of'this manual, people with SPC do not include: 
'r People with mental handicap, substance abuse or f()rensic problems 
(except where there is a co-morbid severe psychiatric condition) 
., lnfimts, children and adolescents below 15 years or age 
'r People receiving serviees in the private sector 
What this manual is not 
1. This manual does not address standards of care, which are 
statements about the quality of mental health care. The difference 
between norms and standards is that norms refer to levels of {~are and 
can be measured by numbers, whereas standards reter to the quality 
of care. Obviously the level of care afiects the quality, but quality is 
not the main locus of this manual. To view the provisional National 
Standards or care tor SPC, please consult the Norms and Standards 
report. 
2. This manual does not provide specific instructions f'hr the 
pJanning, budgeting and delivery of mental health services. It 
provides a provisional sel or national norms, and aims to highlight the 
existing inadequacies in services t(}f mental health care, relative to 
this norm. Specific planning and budgeting can only be done based 
on a thorough asscssmcnl onoeal need and local services. Initiatives 
which train local service managers in these ski1ls arc well positioned 
to assist in this next vilal step. iii 
The norms in this manual arc therefore a national guideline whkh 
should not be implemented rigidly, but must be adapted 
accol'ding to local need and available local budgets, When you see 
the t{)lIowing in the planning tables in Chapter 3, this indicates that 
the next step of planning, budgeting and implementation should be 
taken by local services: 
I 
~~dgeting, ~lannil.lg and .J 
tmplementatIOn ___ _ 
Setting acceptable norm levels: baseline and target norms 
It is impossible (0 set a single national norm t()r the entire country, 
bCL:ulISC o[ the sub::ltantiul diLlcrences in levels of mental health care in 
dillerenl areas. Alter a thorough process of consultation with provincial 
mental health coordinators and key mental health service role players, it 
was proposed that two levels be sci: baseline norms and target norms. 
11 is important to understand that haseline and target norms me not only 
ditlerent levels 0 r care, but arc calculated using quite dillcrcnl methods. 
'IJIIS Jnrll1ufll dOe" 
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must be done at a 
local level 
Baseline norms 
A baseline norm is, as a rule, guided hy the national average of existing 
selovicc indicators (for example the national average bcd/population 
ratio). At a fundamental level, theref()fe, the goal of the baseline norm is 
the establishment of national equity. This implies that provinces with 
ratios below this level oLler an unacceptably low level of service. 
Wherc appropriate, baseline levels have been modified by qualitative 
observations during the provincial workshops and recommendations of 
provincial mental health coordinators fin their provinces. 
If a province falls above the baseline norm, this does not imply that it is 
adequately serviced. The findings of the norms and standards project 
show clearly that South African mental health services are grossly llnder-
rcsourced in comparison to other countries with similar levels of 
economic development The goal of the bascline norm is simply to 
highlight those provinces and districts which are extremely under-
resourccd. 
Target norms 
'rhe first principle of target norms is that they are estimations of need. It 
is clear fi'om research ii that the need Ii)r mental health services is not 
heing met in this country. Target norms or benchmarks, are therefore 
necessary J()r the devc/opnzent of services towards the targe1 of meeting 
the mental health needs of people with SPC. 
In order to estimate the need i()r services. a computerised model has been 
developed which calculates various aspects of service delivery. This 
model, which is described in Chapter 2, generates all the target norms 
needed fix this manual. The model is based on a model developed by the 
World Health Organisation (WHO) and adapted according to local needs. 
As with baseline norms, target norms have also been influenced by 
current mental health poiiciesiv and by the recommendations of provincial 
mental health coordinators during the consultation phase of the nomlS 
and standards project. 
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Baseline and Target Norms: An illustration 
J n Figure 2, using acute bed/population ratios as an example, it is possihle to see the 
enormous difTerences between levels of care in the 9 provinces. The bricked columns 
represent the I3ascline Norm (or national average). The light columns in the front row 
show the existing levels of care (or indicators). It is clear that in relation to the Baseline, 
there are shortblls in services in provinces 2,3,4 and 6. The Target Norms, represented 
by the dark columns. show how lar all provinces need to develop to cover the needs of 
SPC patients fiJf acute care. 
Figure 2: An illustration of/hc relationship between existing service indicators j{Jr 
___ . ___ ~!!ch p~ol';nce, and haseline and target norms. ~ ___________ _ 
Prov Prov Prov Prov Prov Prov Prov Prov Prov 
123456789 
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• Target Nonn 
Chapter 1 
A NEW VISION FOR MENTAL HEALTH CARE 
During the apartheid era, menta! health services sum~red (i'om poor 
planning, racial inequities, fragmentation and inadequate budgets. 
People with severe psychiatric conditions were frequently treated for 
long periods of time in large centralised institutions, and conditions were 
inhumane for many patients. Change is long overdue. The new 
conslitution has enshrined the rights of all people in law, regardless of 
race, gender, age or disability. This requires the urgent transformation of 
mental health services in South Africa. 
The vision tor a new mental health service has been articulated in the 
While paperfi)f' the tran~fbrmati()n of the health ,\ystem ill South Africaiv, 
which states: "a comprehensive and community-hased mental health 
service should be planned ~Uld coordinated at the national, provincial, 
district and community levels, and integrated with other health services." 
The vision for the transtormation of the mental health system includes: 
';Y a community-based service 
'r a comprehensive, integrated service 
r a perf()fmance-driven service 
).- an aH()rdablc service 
y adequate resources and decision-making power J()r those who plan 
and manage mental health services 
r the need to monitor the quality of care in both hospitals and the 
community, associated with increased concern for the rights and 
nl~eds of patients. 
'I'hese changes are consistent with changes in mental health care around 
the world. Since the 1950s, with improved pharmacotherapy for severe 
psychiatric conditions, and a growing dernand to respect the rights and 
needs of people who suller from these conditions, there has been large 
scale reduction in the size of psychiatric institutions. 'fhis movement, 
known as deinstilulionalisation, has shown that it is possible to care for 
patients in a more bumane (and possibly more cost--ellective) manner, by 
caring tor them in the community. 
But it has also shown that there is an ongoing need for psychiatric beds, 
both ti)I- the short term management or acute psychiatric conditions, and 
in certain unusual cases, fi:H' the long term care of people with SPC who 
arc either a danger to themselves or a danger to others in the community. ii 
And in order to ensure that the limited numbers 0 r psychiatric beds in the 
serviLe are not over-run, there is a need for wdl trained, skilled 
primary care staff who can support and maintain patients in the 
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The implementation of a cost-eflcctive, humane, community-based, 
integrated and comprehensive mental health service therefore requires a 
delicate balancing of limited resources between hospital and community 
care. 
The t()lIowing model was developed during the norms and standards 
project to calculated resource needs in keeping with this vision. 
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A MODEL FOR CALCULATING NORMS ANI) REQUIRE]) HUMAN 
UESOllRCES 
Introduction 
This model estimates the services needed for people with severe 
psychiatric conditions (SPC) in South Alrica during an average year. 
The model provides the target nonTIS used in chapter 3. 
Ihis model 
calculates the 
need for mer/tal 
health serviersji)r 
SPC In SOllfh 
Afj-ica III an 
There have been several international attempts in recent years to develop overage year. 
models to estimate mental health service needs and consequent human 
rcsource implications or a given population. Historically, the first such 
attempt was The To/kien l?eport: a description (!l a model mental health 
service developed by Gavin Andrews in New South Wales, Australia. v 
The 'folkien report was written as a response to the successes of 
managing people with severe psychiatric conditions in community 
setlings, and with a view to restrncturing Australian mental health 
services in this light. 
The World Health Organisationvi has developed this method with the 
goa] of calculating service needs for national mental health programmes, 
specifically for people with "severe mental disorders". LocalJy, the 
Centrc fin Health Policy (CHP) at the University of the Witwatersrand 
has developed Guidelir;es for Primary Ilealth ('are ,')'erv;cesvii , which 
dctail community mental health service needs at primary level. In 
parallel, the fio.\7)ital ,)'trategy PN~;ectviii (HSP) has estimated hospital 
service needs, including bed needs Jor "chronic care" under which have 
been included psychiatric care and service needs t()r tuberculosis. The 
following model for mental health service needs draws on the 
methodology of the WHO, the CHI> and the IISP, adapting and 
improving on their shortcomings. 
'fhe size and nature ofthe region/district 
'rhe modelling process begins with a hypothetical population. The WHO 
model sets out the following criteria fiJ[ choosing the size and nature of 
the hypothetical population: 
a) the population should lie ill ,Ul authentic "natural" or 
administrative area; 
b) the size should be big enough to make services cost eJlectivc 
while providing a range and variety of services; 
c) the population should be small enough to be managed easily; 
and 
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d) the services should be easily accessible to aU the population, 
with ease oftransport a priority. 
In this manual we will use a hypothetical population of 100 000 people 
/()r the fbllowing reasons. 
a) The population of 50n 000 used by the WHO is too large lor 
areas in South Afi'ica with low population densities where 
access to services and transport are limited (1()r example lhe 
entire popu1ation ofiha N.Cape is 746 (00). 
b) Preliminary guidelines fbr the catchment population of health 
services in South Africa recommend 10 000 thr clinics and 
between 100 000 alld J 80 000 fClr major health centres 
providing 24 hour care. vii Although exact sizes of districts 
vary considerably, the figure of 100 000 approximates a 
district in many instances, except in the Northern Cape, where 
regions limn the smallest sub-division of health managemenl 
st.ructures, and the popUlation size of regions approximates 
districts in other provinces. 
c) A population of 100000 is large enough to make services cost. 
effective and provide a range of services, with the possible 
exceptions of medium-long stay services. 
d) Numerically the figure 0 r 100 000 is easy to convert to exact 
district, regional and provincial ljgures. 
e) Most of the literature on psychiatric bed needs and much of 
the literature on stalling and admission rates report figures per 
100000 population. 
Taking a hypothetical population of 100 000, agc brea.kdowns arc the 
next inlportant step. The popUlation of 15 years and over is particularly 
important for severe psychiatric conditions since the peak age of onset 
fill' schizophrenia in males is 15-25 years. ix I n South Africa the October 
1996 Household Survei indicates that 36.35% of the population is 
helow the age of 15. In the hypotheticaI population of 100 000, 36 350 
people would be helow tbe age of 15, and 63 650 would be 15 years and 
over. 
r)rev~' len ce 
The next step t.o ascertaining need is a reliable estimate of the prevalence 
or severe psycbiatric conditions. This manual's norms are directed, like 
the WHO model, al providing care f()r patients with sevcre psychiatric 
conditions associated with severe functional impairment and disability. 
To date there have been no nulional psychiatric epidemiological studilJt) 
conducted in SOUl h Ali'ieu, and other African studies have encountered 
problems with research instruments, procedures. study desigll, sampling 
strategy and sampling size.xi Furthennorc, none of the existing studies 
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report 12 month prevalence needed fcn the present modelling exercise. 
The WHO model uses morbidity figures /l'om the American National Co-
morbidity Survey (NCS).xii Several reasons may be fC)Lmd ft1r using these 
ligures in this modeJ: 
}y the paucity of epidemiological data in South Athca; 
'y the WHO's recommendation of the NCS study In international 
settings; 
~ the tact that the NCS Jindings report 12-month prevalence rates; 
~ the fa.ct that the NCS study was conducted relatively recently; and 
y the quality of its methodology, including instrumentation, sampling 
strategy and sample size. 
Using the NCS Ligures in South Atrica, one can calculate tht' number of 
people with selected disorders among the 63 650 people who are 15 years 
of age and over in a hypothetical population of 100000 Crable 2. l). 
U sing this analysis, it would be expected that in a region/district of laO 
000 peopJe, mental health services fi)l' severe psychiatric conditions 
should be available to at least 3004 people (or 3°1.. of the population) 
during any given year. 
It should he stressed that NCS figures do not include substance-induced 
psychotic disorder, brief psychotic disorder, lHentnl disorders due to a 
general medical condition or scvere cascs of posttraumatic stress disorder 
(PTSD). The 3% prevalence calculated here is therefore an under-
estimate of the likely prevalence of severe psychiatric conditions. 
]\[evertheless, this figurc is in keeping with international llndings which 
report prevalence or sevcre psychiatric disorder at 1-3% of the general 
population. xiii 
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tahie 2.1 ___ Expected severe psychiatric conditions, using population 15 years and ~)~~!_. __ 
l-f)isOl~d('r;--- -- ----~ ----~~~~~I~~~ --;I~~;~~~~~f~~-r ---~ef;~~~~~\)~-- - --I~:~~~~~\' 
L __ _ ____________ _ _ _ ______ t yo} ___ 2~rlll<:J:~i~~~ _____ s~~t;!.t: £~s~~ _______ sc_vere cases 




1.3 828 100 828 
Major depression'l 10.3 6 556 20 1 311 
__ ~~xie~~~i!'~!~~~~~ ____________ 17.2 _____ J OJ~_~ __________ -=) ______________ ~i! ____ __  
Total 29.3 18 650 3 004 
Service needs 
Having estimated that 3004 people oethe 100 000 population are likely 
to have severe psychiatric conditions, the next step is to calculate service 
needs. 
A crucial component in the calculation or service needs is atJ(llOdability. 
Although 1his model does not include costing of services, an attcmpt to 
develop Ilexible rccommendations to allow tor varying lcvels of care and 
resources is necessary. To this end, two Icvels of service delivery arc 
recommended in this model. I n keeping with lhe recommendations ofthe 
guidelines li)l" Pile services in South Africa:il these are pitched 
according to levels of coverage at 30%. (a minimum level, below which 
services would be unacceptable) and WOo;;) (a goal towards whjch 
services should develop). Note that 30% coverage is .nol the same as the 
baseline norm. 'rile baseline norm is the average or existing South 
AfTican services, and does not usc this modelling process. Coverage of 
30% and 100% are percentages of the target norm only, ie 100% = 
the target flOrm. For details 0 f the rationale ltJr baseline and targcl 
norms, see the Introduction. 
Ambulatory or outpatient services needed 
Tbis model assumes thal mosl patients with severe psychiatric 
conditions will have the bulk of their contact witb mental health 
services at ambulatory care facilities. oXlv Three important figures arc 
Although 1I0t all cases or nOIl-afleclive psychosis and hipolar affective disorder are severe in thl~ Itlrillal 
sense, they are considered severe psychiatric conditions in terms ofthis IllallUal"s definition, ie they 
would need care from mental health services. 
NonaJlectivc psychosis includes schizophrcnia, schizophreniform disorder, schizoallcc!ive disonic:r, 
delusional disorder, and atypical pSydlOSi:,. 
The figure reported hcre indicates the prevalcnce of a manic episode. 
The figlln~ reported indicates the prevalence of a major depressive episode. 
This includes panic disorder, agoraphobia without panic disorder, social phobia, simple phobia, and 
genendised anxidy disorder. 
This does not necessarily mean contact at primary care level (PHe). [:or exarnpk\ currenl eSTimation'. 
ofthc spread of patients with severe psychiatric conditions across levels of care in Oallteng are: 15()~) at 
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necessary 10 provide indicators of ambulatory care service needs for 
the 3004 people with severe psychiatric conditions: 
y annual ambulatory care visils, 
y utilisation rates, and 
).- daily patient visits (DPV). 
Annual arnbulatory care visits 
'rhe WHO model provides estimates of ambulatory care contacts, 
but relaLive to South African research on mental health needs in 
ambulatory care, these figures are somewhat inflated. 7 
Guidelines liH PHC services in South Africa use the following 
formula to ascertain annual attendances at ambulatory care 
Hlc ilities: 
prevalence X Largel pop X coverage X min . 
-_ ..... _ ... -........... - .. _ •...... _._ .... _ .. - --_._._ .......... _._ ..... _-_._-_ .. [ 
. _. ______ am],lj':l.l.yisi ~~Qt?~~~r{._.___. ____ .___ ________ ~ 
Using the above prevalence and popUlation figures, the following 
numbers of annual visits can be calculated f()r 2 levels of coverage: 
No. of visits .~ 0.0300428 X 63 650 X 0.3 X 12 c= 6884 (30% 
coverage) 
No. of visits 0.0300428 X 63 650 X 1.0 X 12"" 22947 (100% 
coverage) 
Utilisation rates 
Using the following formula developed by Lhe Guidelines for 
PITe services, a utilisation rate per person per year for 
amhulatory care services can be calculated: 
Lotal ambulatory care visits per year 
Utilisation rale per person per year 
Using this formula, utilisation rates or 0.07 (30%) and 0.23 
(100°;(») can be calculaLed Inr the population of 100 000 people. 
level!, 75% at level 2, and 10% at level 3 (sec refi.~rence). At levell, services should be prepared to 
deject severe psychiatric conditions, manage thcse where appropriate, and reter them to "higher" levels 
of care ifthere are insutricient !ricilities or skills to manage the patient at primary level. Ai level 2, 
services should provide specialist care whieh is able to cuntain, treat and manage the majority ofscvere 
psychiatric conditions. At level 3, services should provide care within psychiatric specialities such as 
torensics and child/adolescent psychiatry. Because of the current lack oi'llational research into specific 
levels of care for people with severe psychiatric conditions, these specifications are not possible in this 
model. Instead global estimations of ambulatory care need are made. 
The WHO model's proposed attendances at ambulatory care facilities are approximately double thosc 
estimated by the South African literature. 
Rispel et al (1996) recommend monthly visits ror "chronic psychiatry" patients, ie 12 visits per annum. 
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Daily Patient Visits (DPV) 
'fhe Lolal annual attendances can be converted 10 the number of 
Daily Patient Visits (DPV), namely lhe average number of 
patients who make use of an ambulatory care service per day. 
This is possible by using lhe 1()lIowing ()rmula: 
Total annllal visits 
Daily Patient Visits (UIlV) ------------------------------
.... _ ... __ ... _____ .. __ .... __ . ___ . ___ .. _. ______ .. __ . __ Yi~~!~ji~'.l:y~.£eE2'.~~_. ____ . 
["rom this jcmmlia, a DPY of 26 (30%) and 87 (lOO%») can he 
calculated, assuming that there are 264 working days per year. This 
implies thaI in the population of 100 000 people, an average 0 f 26 
people will use ambulatory care services in one day (at 30% 
coverage) and 87 people will use ambulatory care services in one day 
(at 100(Yt, coverage). DPY will be lIsed below to calculate 
ambulatory care human resource needs. 
Beds needed 
We assume that most patients spend most of their lives outside 
hospital. IJowever, some hospital beds are needed. In keeping with 
the WHO modeL inpatient services are divided into acute beds (with 
admission length or up to 3 months) and medium-long stay beds 
(with longer admissions). Acute beds are designed [or short term 
management of patients in a state or crisis or relapse, with a view to 
stabilising the patient to a poult where treatment can be continued on 
an outpatient basis. in keeping with the lindings in the literature it is 
assumed that a limited number of medium-long stay psychiatric beds 
will always be needed ()f management 0 f severe chronic conditions. ii 
At this stage no specialist rehabilitation Jacilities are considered. The 
short term goal of this model is the calculation of an essential number 
of inpatient beds and concerted community-based ambulatory care 
rehabilitation programmes. (The norms in chapter 3 do, however, 
include community-based residential care). 
The Wl~O mode! Ilses the ~oll()wing equation to calculate beds Jor 
the 3004 people with severe psychiatric conditions: 
Beds ". no. of severe cases 
X (1% needing hospitalisaLion)9 
X (ALOSIO"J65) 
X rotation 1l\ctorJ J 
<) The percenlage ol'people with eaeh condition who need hospitalisation in a year is derived IrOin the estimates ill tbe WII() 
model. 10", 0,,) Average Length ()fStay. calculated as [he median days ofadl11ission. ALOS estimates provided in I able 22 an' 
deri ved ti'om the WHO model. 
I; rh<: rotation /lldor alll)ws j()r a period when the bed is unoecupi<:d between discharge and a new aumissioI1. Thl" WII() 
modd reeolTllllends a mlat ion lildor or 1.15 l()r aeule he,k which implies an X5% bed occupancy rate. 
Acute heds 
From this fCmnula, using the prevalence estimates of 3004 people 
with SPC t(W every 100 noo South Atricans, the {allowing bed 
numbers can be calculated I:or acute care (see Table 2.2). The 
WHO model concedes that the percentage of patients who will 
require hospitalisation during a year can be adjusted according to 
local Gndings, and do not give a source for their own figures. 
I !owever, these figures are broadly consistent with the 
Epidemio[ogic Catchment Area (ECA) prospective l-year 
prevalence rates of disorders and serviccsxv which reported that 
[(% of the population had an inpatient stay lor mental health 
reasons. As with other variables, if valid and reliable data arc 
reported in South Africa, these may be substituted for the figures 
used here. 
Tahle 2.2 Beds' neededfor acute psychiatric care per 1 (){) {)()O population 
--------------
Condition Expected Percentage in ALOS Rotation 
number need of acute (Average factor 
of severe hospitalisation length of 
cases per year stay in days) 
Beds 










1 3 [ 1 5 
547 5 
3004 






The WHO model assumes that 5% of patients suHering from 
schizophrenia will need medium-long stay beds with an average 
[~nglh of stay of 180 days. To this may be added 0.5% of bipolar 
patients. 12 "rhe rotation factor is taken to be lower at 5% (1.05), 






to! The estimated prevalence of O.S% of bipolar patients is inserted partly in order to add bipolar patients to the 
pidure ofmediuril-Iollg stay earc, and partly to do so within estimatcs in (he literature of the percentagc of 
chronic patients who require ongoing long term care. See the Norms and Standards report for a more thorough 
discussion of research on "new long stay" patients, who continlle (0 require chronic eare in spite oflhe efforts of 
dei nstitutiona lisation. 
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Using the same {c)flTIula as fi)r acute beds, the fo]]owing numbers 
of mcdium-Iong stay beds arc needed for schizophrenic and 
bipolar patients alone among chronic psychiatric conditions 
(rable 2,3). 
TuMe 2.3 Beds neededf(w medium-long stay psychiatric care per I ()() ()()O populaJion 
.. -
Condition Expected Percentage in ALOS Rotation 











medium-long length of 
hospita lisation stay in days) 
r 
5 180 1.05 
0.5 180 1.05 
Combining estimated beds I(H acute and medium-long stay facijities 
gives a total of 38 beds per 100 000 population for patients with 
severe psychiatric conditions. (30%) coverage of these bed numbers 
yields jjgures of 3 medium-long stay beds, 8 acute beds and a total 0 r 
II beds per 100 000 population). 
Buman resource rC(Juircments 
Having calculated service needs, the final step is to calculate the human 
resources required to provide the necessary mental health care. 
In keeping with the WHO model, human resource calculation .. ,> reter only 
to clinical mental health stall: Maintenance, kitchen, laundry, cleaning 
and administrative staff should be added to the recommended figures. 
In the context or an integrated system of health care in South Africa, 
mental health services will Irequently be delivered by a general health 
worker. To this end, human resources are calculated according to Full-
Time EtJuivalent (FTE) sIan: The number or FTE slatT can be 
calculated by working out the percentage of time cadI stair member 
spends with mental heaJth. For example, if a nurse spends 20% or her/his 
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Il I'n.:,ent long i<'!'rH care in South All-iea gen.;raliy involves a mueh long.:'!" avcrage length or slay (ACOS) than lhal 
rC\.XllnmClHkd by the WHO. This norm (which inll1rms Ihe !argd norm in (:haptl~r .1) may need 10 be adjusted as mc'n!ai 
health scrvkcs and in!hrrnalion systems devek'p in Sllul/J A[j·i<;u. 
referrals, wntl11g case notes, consulting with colleagues), then, for our 
purposes, slhe is 0.2 of a FTE mental health nurse. It would take 5 sllch 
nurses to make up 1 FTE mental health nurse. 
Nursing categories are described in terms of function in this manual, 
according to whether nurses render a psychiatric service or a general 
nursing service. U ntortllnateiy at this stage the model was not able to 
provide precise details of nurse stalT categories, for example ratios or 
enrolled nurses to professional nurses. 'fhe South African Nursing 
Council is in the process of developing norms using an accreditation 
system. In the interim, details of the implications or the norms in this 
manual need to be worked out according to available local nursing 
resources and needs. 
Human resourCt$ for amhulatory care 
For ambulatory care services, human resources can be calculated 
lIsing the following formula: 
FTE (26X 264) -7 (11 X 225) .~~ 2.78 (30%) coverage) 
FTE .... (87X 264) .c;.- (11 X 225) 9.27 (lOO% coverage) 
Figures f(JI" these calculations are drawn n'om South African 
workload studies at PHc. vii StatT working days per year were 
calculated aner holidays and sick leave. Consultations per day were 
calculated using an assumption of 44.3%) or stafrtime in direct patient 
contact, based on observations of work patterns. The remainder of 
the time is spent on administration, preparation, mectings,continuing 
education, tea/lunch, and time without specific activity. The figure of 
I I consultations per day refCrs to all ambulatory staff, including those 
who are not in direct contact with patients _ .. on duty sta1l may well 
sec more them 11 patients on an average day. 
These estimations of the number of stall' required to care Jor 
ambulatory care services for 100 000 people do not cover home 
visits, ti)lIow-ups of missed appointments or outreach. This work is 
essential within the framework of community-based care with an 
emphasis on rehabilitation of patients with severe psychiatric 
conditions. It is estimated that an additional 30% of stafr should be 
provided to Illitill this function (or the catchment popUlation. This 
gives a total of 12 ambulatory care staff to cover the ambulatory 
care needs oj' the 3004 people with severe psychiatric conditions 
(3m~ coverage: 4 ambulatory care staff). 
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A mhulatory care staff breakdown 
The feJllowing breakdown of the 12 ambulatory care staff according 
to protessions is guided by the recommendations oftbe WHO model: 
u 2 psychiatric nurses 
[] 5 general nurses 
u 0.50'1' 
u 1.50TA 
u 1 social worker 
u 1 psychologist 
u 0.25 psychiatrists 
u 0.75 registrars/MOs 
Human resources for acute beds 
We have calculated that 28 acute beds are needed (sec '['able 2.2). 
This could be considered as a single 28 bed unit. Using the WHO 
model as a guide, the lollowing statf are needed to serve an acute 
28 bed uni( (with around 10 admissions per week, each with an 
average stay of 17 days): 
u 1 head 0 r unit (psychiatrist) 
o 1 psychiatric registrar/MO 
u 0.5 social worker + 0.5 psychologist or 
1 social worker ifno psychologist is available 
[] 14 nurses (nurse/bed ratio: 0.5) 
Human resources for medium-long stay b(~ds 
The WHO model makes human resource recommendations f()r a 
45 bed medium-long stay unit. The 10 mediunl-Iong stay beds 
per J 00 000 calculated earlier could not be served in isolation, 
since it is important to conceptualise stalling in terms or 
timctional units. The low numbers of medium-long slay beds 
rcquired for 100 000 people would make it necessary to combine 
the bed needs of several districts/regions. One scenario could be 
combining the needs of 5 such districts or regions to make a 50 
bed medium-long stay unit. Adjusting the figures Irom the WHO 
model accordingly, a total 01'2] clinical statTwould be needed [c)r 
slIch a unit serving 500 000 people, constituted as 1bllows: 
u 0.5 head of unit (psychiatrist) 
u 1 Reg/MO 
ul Psychologist 
u I Social Worker 
o 0.50Ts 
u 20TAs 
[] 16 nurses (nurse/bed ratio: 0.3) 
COl1verled (0 F'!'n slatT per 100 000 population, lhis would 
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require staITnumbers constituted as I()llows: 
u 0.1 head of unit (psychiatrist) 
u 0.2 Reg/MO 
o 0.2 Psychologist 
u 0.2 Social Worker 
o 0.10Ts 
o 0.4 OTAs 
u 3.1 nurses (nurse/bed ratio: 0.3) 
Managerial requirements for the region/district 
The WHO model's recommendations lor managerial staff for a 
population of 500 000 can be adapted to a population of 100 000 
as 1()llows: 
I.J 0.2 chief regional mental health pro fessional (of any 
relevant profession) 
I.J I nurse 
u 0.2 quality assurance professional (of any relevant 
profession) 
u I coordinator of mental health infiJrmation (of any 
re levant profession) 
Although a quality assurance professional is designated by this 
model, this does not imply that other personnel should not be 
involved in quality assurance. Quality assurance remains the 
responsibility of all mental health personnel, including clinical, 
administrative and maintenance personnel. 
The coordinator of mental heaHh inf{umation would Jlllfil a dual 
ilmction of assist ing ill data collection, service planning and 
monitoring on one hand, as well as education and mental health 
promotion on the other. 
FI9 
Total human resources needed for a district/region of tOO 000 people 



















































A STlU)-8Y-STEP GUIDE TO ASSESSIJ'lG, PLANNlNG AND MONITOI{ING 
THE M ENTAL HEALTH SERVICl£ USING NORMS 
Having outlined a model mental health service in chapter 2, the next 
stage is to apply the norms to the planning and monitoring of mental 
health services at district, regional and provincial level. This chapter 
provides a step-by-step guide to assessing, planning and monitoring the 
mental health service using nOlTIlS. The chapter is written in an 
interactive way and allows you, as a health service manager, to enter 
infiJrmation from your own services and plan accordingly. 
Step 1: Monitoring the service as a whule 
Tile norms in this manual are linked and dependent on each other. For 
example, it is not possible to change the number of acute beds needed Jor 
every 100 000 people without changing the number of staff needed, the 
Humher of admissions expected, the length of admissions, the number of 
readmissions, the number of patients seen daily in clinics and OPDs, etc. 
For this reaSOll, it is essential that heaUh service planners and managers 
view their service as a whole from the outset. 'fhe following flow 
diagram (figure 3) illustrates the path taken lhro ugh health services by 
patients with SPC. The diagram also illustrates the value of the norms 
and indicators fi)!' monitoring the services at various points. In planning 
service norms, health managers should ensure that each norm is adjusted 
according to other norms. Step 6, below, provides {c>nTIS and an example 
ofhnw this Jllay be achieved. 
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Step 2: Planning for beds 
The number of beds available per unit of population is an important basic 
indicator of the level of inpatient mental health care in a community. 
Although it has its limitationsXVi and must be considered alongside 
acceptable standards (or quality) of care and other norms (especially 
stalling), it is an important first step in planning eare t<:lr patients with 
SPC 
Exi~ting numbers of psychiatric inpatient beds in South Atrica Gill well 
below international norms. ii This is in spite of the fact that most 
developed countries have undergone a tborough process of 
deinstitutionalisatioll and presently have a fraction of the number of beds 
which were available 30-40 years ago. There is thercf()re an urgent need 
to improve inpatient care fl.)!" patients with SPC, while developing 
. b d . I' . h 1" xvii iv commumty- ase care In me WIt current po ICles. ' 
In this manual: 
, Bed/population ratios refer to numbers or availahle beds. not 
numhers of occupied heds. 
).- Bed/population norms are recommended fllf acute and medium-long 
Slay facilities. Acute 1~acilities arc defined by admission lengths of up 
to 3 months. Medium-long stay filcilitics admit patients for longer 
. d xvijj peno s. 
'y Because of the variation between provinces, particularly in the level 
of integration of mental health services into general health care, it is 
impossible to stipulate the setting of the psychiatric beds. 
Bed/population ratios arc therct()fe calculated across levels of service 
delivery. For examplc, acute psychiatric beds may be present in 
wards of general hospitClls (district or regiOI1Cll) or in dedicated 
psychiatric institutions. Tbese general recommendations therefore 
need to be adapted according to local needs. 
'y The model (see chapter 2) only provides estimates of care for 
medium-long stay beds in hospitals. It docs not estimate care needed 
in residential care facilities, which are crucial to the long term care of 
patients with SPC in the community. xix,xx On the suggestion of the 
na1 Jona! meeting of provincial mental health coordinators, 20 
community residential care beds per 100 000 should be added to the 
model's recommendation of 10 beds. 14 11 was also suggested that if 
community residential care facilities are not yet available, hospital 
beds should be used. in other words, as an interim measure, 30 
medium-long stay beds arc required, rt~gardJess of whether they 
are in hospitals 01' residcn tial care. Onee residential care tilcilities 
arc devcloped, hospital bed numbers can be reduced accordingly. 
EXlSlIIIg bed 
numbers m South 
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target level 311 
medium·long stav 
heds arc reqlllred 
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or resuJenri(/1 care 
filL'llities 
I~ Tile figure proposed by (he National mcc(ing ormenla! heal(h coordinators correlates broadly with proportiolls 
of community-based residential care in the UK and ltaiy, where the number of commun ity residential beds is at 
Icas! double the number ofmediul11-Jong stay beds in hospitals. 
1"23 
The following tables assist you to calculate indicators l'Or acute and 
medium-long stay psychiatric bcds in your district, region or province. It 
is then possible to compare your indicator with the national baseline and 
target norms. The table is designed to highlighl shortfalls in service 
provision within existing district, regional and provincial services and to 
stress the importance of careful planning and budgeting fhr severe 
psychiatric conditions. 
Calculating indicators and setting servicc objectives: 
Acutc I'sychiatric Beds 
Step I: Ca\(:ulating the existing servire indicator 
I low many acutc psychiatric 
heds arc there in your district. 
region or provinl.:c? 
What j s I he tollt! 
population of your 
district, region or 
x 




the indkator witll the norm 
Docs the indicator 'hI' your distril.:l, regioll Or province meet the 
Baseline norm? (lick) 
IF NO: 
What is the short/[tll in 
relation to the Basdine 
norm'! 
x 
What is the total popUlation 
of your district. region or 




I no 000 
IF YES: 
What are reasonable objectives Illr increasing bed numhers to make up this short/all within current 
r:::~'''.Y 000", "in"" ("<lim'" p""iI,'" i""["~~'~"h'OI~"fn"~~~ing time periods) 
I () years 
- - ---~ ~ -~-
rhe next step is to identify how tinance and resourel:S clmld 
be secured within current budget constraints. 
Does the indicator lor your district region or 
province meet the Target norm? (tick) 
Hi NO: 
What is the shortfall in 
relation 10 the Target 
l1urm'? 
x 
What is the lotal 
population ofyollr 








This is your actual shortllliJ in aeute beus 
in relation to the '\ arget norm 
What are reasonabic objectives fbr making up this shortHll1 during the tilliowing time periods. within 




('he next step is to iutHtil)' how financc mul resources 
could be secured witbin CllIfcnt budget constraints. 






Calco lating indicators and setting service ohjectives: 
Medium-Long Stay Psychiatric Beds 
llow many lllcd-iong 
psychiatric heds are there in 
your district. region or 
_lll~)'irl~~L __ _ 
Step t: Calculating tbe existing service indicator 
What is thc lolal 
population or your 
district, rcgion or 
1""0",,'1 _ _ __ _ ~ 
x 100000 
II 
This is your indicator (Illed-long st:.JY hcd/popul:.Jtion ratio per 
~ ___ ~ _ _ 100 00t) people) 
Step 2: Comparing the indicator with the norm 
6 -*l-[~3L_] 
National Baseline National Targel Norm 
Norm 
Does the indicalor l(lI' your distriel, region (lr province meet the 
Baseline norm? (tick) 
Yes 
IF NO: 1.;rJIISSJI()liTFALi (mQIJlRES LJI{GKNf-Kr;j'ENTI(JN'" 
L. _____ '0___ _ ___ " ____ ~_ ____ __ _ ________ .____ _ __ . _______ . _____ ._ _ ___ ,~ _________ ~ _____ . ___ _ 
What is the shorth,JI in 
rdation to tbe Baseline 
norm'? 
x 
What is lhe total 
population of your 
distri ct, region or 
Ipnwm~'__ _] + 
I 
I 





What are reasonabk objeetives lor increasing bed numbers to make up this shortl.all within current 
budgetary wnstraints'! (Estimate possible increascs within thc {()lIowing time periods) 
2 years 
j y<.:ars 
I () years 
The next stl:P is to identity how linance amI reS(llIrces could [--~_ .. --.~ 
hc secured within currenl budge! constraints. L_ -vi 
Does the indicator J{Jl' your district, region or 
province llleet the Target norm? (tick) 
Yes 
IF NO: 
What is the shortJi'1l1 in 
relation to the Target 
norm? 
x 
What is the total 
floflulation oryolJr 








This is your actual shol'[1[lll in med-Iong 
beds in rdation to the Target norm 
What are reasonable objec:tives Ii)r making up this shortFall during the fIJI/owing time periods within 
<;urrent budgetary constraints? 
2 ycars 
5 years 
J 0 years 
J'iw next step is to identify how finance and rc:sources 
('Ollie! he secured within current budget constraints. 






---------] Budgeting, pimming 
and implementation 
------_ .. _------
Step 3: Planning for Staff 
One of the major lindings or the Norms and Standards project was that 
South Ati'iean mental health services are severely understaflcd. Clinical 
and management stall reported high levels of burnout and stress in all 
provinces. There is an urgent need for improved statl resources t(H 
mental health care, and training of those general health workers who are 
expected to provide mental health care within an integrated li'amework. 
'fhis needs to be planned carenrlly, within current budgetary constraints. 
This manual uses 3 norms to measure stalling: sta1llpopulation norms, 
which provide a global tJgure of tbe number or staff available to serve a 
given population; stafllbecl norms which indicate the number of stafr 
available per bed unit in inpatient settings; and staf£lDPV ratios which 
indicate the number of stall available Ji)r the patients who visit 
ambulatory care services on a daily basis. 
Staff/population norms 
Stan/population ratios arc a useful indicator of the number of statr 
available to meet the mental health needs of a given population. As with 
hed/population ratios they need to be supplementcd by other indicators 
and inllJrmation about the quality of care (or service standards). 
Norms arc recommended l()r the f()llowing statT categories In this 
manual: 
)r Total Nurses 
" Psychiatric Nurses 
,. Occupational Therapists (OT) 
y Occupational Therapy Assistants (OTA) 
" Social Workers 





y Medical OJlicers (MO) 
As staled in chapter 2, in order to calculate the number of staff working 
in mental health, it is essential to calculate the Full-Time {.:quivalent 
(FTE) staff This is because, within an integrated service, many health 
workers spend only parlor their time delivering mental health care. T'he 
/lllmber or FTE stall can he calculated by working out the percentage of 
time each stall' member spends with mental health, For example if a 
Ilurse spends 20% or her/his time in mental health work (including time 
spent seeing patients, making rekrrals, writing case notes. consulting 
with colleagues), then, It)/" our purposes, s/he is 0.2 of a FTE mental 









slalT the n IIII1/wr 
oj'sla/Twllo work 
fiJII-lIm.: III melltal 
liealth ,·are <lmi 
IIIC/rU/es 
pereenlagt's oj 
{hose s(l/T 11'110 
spend only sOlJle of 




As stated in chapter 2, nursing categories are described by tht~ir ttmction 
in this manual, according 10 whether nurses render a psychiatric service 
or a general nursing service. Unfortunately at this stage the model was 
not able to provide precise details of nurse staff categories, for example 
ratios of enrolled nurses to professional nurses. The South African 
Nursing Council is in the process of developing norms using an 
accreditation system. In the interim, details of the implications of the 
norms in this manual need to be worked oul according to available local 
nursing resources and needs. 
In the next table you can enter the number ofFTE mental health workers 
in your district, region or province. Then you can calculate the 
stl] tl?population ratio (your indicator) and compare this with the national 
norm for each staff category. 
l/owmanyFrL 
lI1en/:l1 health slat]" 
arc IIIt';H~ HI YOIII 
(JjstricL region or 
prov inc,~') 
Calculating indicatOl'S and setting service objective 
Staff/popu lation ratios per 100 000 
Whalis the 
This i, your indicalor, 
which you can 
compare with the 
national baseline and 
target norms 
Profession \ FTE populatioll ofyolH 
dislrict, reg,ion or 






































































X 100 000 0.4 1.95 
---------- ,---
X 100 000 0.4 N!a 
f--,.-----
X 100000 N/a 0.5 
----.,.--.-~ 1-- 'o-
X 100000 N/a 0.2 
,------- L _______ 
35.2 




























What are reasonable increases in 
stafling within current budgetary 
constraints in the Jollowing time 
periods? 




. --~- .... 
_ .... 
r
---------------] Budgeting, planning 
and implementation ---- -~-----~-~ 
Staff/bed Norms 
Stan/bed norms allow you to make a more specific assessment of the 
numbcr of staff available per inpatient bed. As with bed/population and 
sta1l1population norm~, they do not tell the whole story, but must be 
reported alongside other norms, and infbrmation about the quality of care 
which is delivered (standards). 
Thc same statl categories are used for stafllbecl norms as for 
stan/population norms. And once again the principle of calculating staff 
according [0 Full-Time Equivalents (FTE) is used. 
1n thc /(JlIowing table you can entcr the number of FT'E mental health 
stafT in inpatient mental health services in your district, region or 
province. Tben you can calculate the staHlbed ratio (your indicator) and 
compare this with the national norm for cach staIr category. 
-----------. 
II ow many t.lli1-~!i"_l}l 
I' IE Il1cntalltealth 
statram there in 
your district r,"gioll 
or province" 

















Staff/ bed ratiop' 'II' . . I I h 
" 
llS lS your m( lcatof, W llt.: 
How many 
psychialm; hcds are 
then) in y()ur 





you can compare with the 



















0.01 -------_ .. _-_.-
-0.36------1 



















































What arc reasonable increases in 
slafling within current budgetary 
constraints in thelllllowing time 
periods? 
[BUdgetIng, PlaTIJlingO 
~d implementation . 
-l 
Staff/f)PV Norms 
Staf]jDPY norms allow fhr specific monitoring of stafling in outpatient 
or ambulatory care settings. DPV c.~ Daily Paticnt Visits, i.e., Ihe number 
of olltpatients who use the service on an average working day. 
In order to calculate this ratio, we need information about ambulatory 
care stall and the numbers of patients who usc the service on a daily 
basis. Ambulatory care staff are once again counted using the principle 
of Full-Time Equivalents (F'rE). DPY can bc calculated using the 
average of the daily attendances. If only monthly figures are available, 
take the monthly attendance tlgures ancl divide them by the number of 
working days in the month. 
[n the fi)llowing table Cfable 3.3) you can enter the number of Fl'F 
mental health workers (including general health workers who provide 
mental health care) in outpatient mental health services in your district, 
region or province. Then enter the number of patients who use the service 
on an average day (DPV). From these you can calculate the stafT/DPV 
ratio (your indicator) and compare this with the national norm t()r each 
staff catcgo ry. 
DI'V Daily 
Patienl Visits. i.e .. 
Ihe TlLlmlle.r or 
outpatient- who 
\I sc the seTV icc on 
an average 
work iog day. 
I low manv 
ill!lf!Mil"Jll 1"1'1'. 
mental health staff 
arc tllI.;;lt:: III your 
distric\, region or 
province') 
3.3 Calculating indicators and setting service objectives: 
___ ---"1L.<ILll.L.LLJI~ ra t i os 
rhis is your inuica(or, 
which you CUll 
compare With (h" 




















olltpatients IISC II", 
service on ::111 
averagt" day in your 
dislrict, region or 
province? 




















































What are reasonable increases in 
stalling within current budgetary 










Step 4: Community/Hospital Norms 
In the process of planning and managing a mental health service, It IS 
essential to balance the needs of hospital and community services. 
Patients spend most of their lives in the community. It is therefore 
essential that they arc managed caretidly in community settings to 
prevent unnecessary relapse and overrutming of Jimited hospital services. 
At the same time hospital services need to have enough resources to 
prevent premature discharge of patients who cannot be managed in the 
community. 
We therefore need norms to monitor the halance between hospital and 
commnnity services - to ensure that if there are reductions in bed 
numbers, these resources are reallocated to community services. The 
f~lilllre to keep this balance has been seen as one of the major failings of 
deinslitutionalisation in other countries. For example, it has heen stated: 
"A common criticism of the deinstitutionalisation eilart in the US 
is that the dollars did not t()llow as patients len state hospitals tor 
eo mmunity settings". xxi 
In order to monitor community and hospital services, we focus on two 
factors: staff and patients. 
Community/hoSllital norms for staff 
Community/hospital norms for stafT arc measured by simply dividing the 
number of F'rE staff working in community settings by the total FTE 
statT (community and hospital) working in the mental health service. 
This gives the proportion of staff working in community settings, as a 
percentage (sec Table 4. I). This figure is useful in two ways: 
).- We can llse it to compare provinces, regions or districts, in order to 
see which has a stronger emphasis on community or hospital services. 
).- We can usc it to measure change in the service over time. For 
example if, as in the case of Mpumalanga, there is a need to increase 
the number of staff delivering care in hospital settings, then 
improvements in this situation Cfm be measured through annual 
reporting of the community/hospital ratio for statf. 
The Norms and Standards project uncovered some debate about exactly 
what "community" and "hospital" services are for stalf We therefore 




















by dividing the 
Jlumber,?/, 
commllnlty slaJ/by 
the total stalf. 
Definition 1: Outpatient serVIces (OPI) at hospitals are included as 
• • 15 commumty servIces. ' 
Definition 2: Outpatient serVIces (OPD) at hospitals are included as 
hospital serviccs. 10 
Using both definitions is helpful because it enables a careful analysis or 
the distribution 0 f staff between liospital I npatient facilities, Hospital 
OPDs and Clinics or Community IIcalth Centres (CHes) (see Table 4.1). 
Thc Norms and Standards projcct found that provinces' 
community/hospital ratios were polarised. On the one hand, certain 
provinces with limitcd hospital serVICCS had extremely high 
community/hospital ratios, while on the other hand provinces with weB 
developed hospital services and limited community services had low 
community/hospital ratios. For this reason, two Baseline Norms were 
proposed: 
).- A "Low C:ommunity" Baseline Norm aimed at those provinces who 
had well developed hospitals but under-developed community 
services (such as the Western Cape, Eastem Cape and KwaZulu-
Nalal). These provinces need to develop community services towards 
an achievable Baseline which serves as a stepping stone to the Target 
Norm. 
).- A "High Conununity" Norm aimed at those provinces who had 
under-developed hospital services (such as Mpumalanga and North 
West). These provinces need to develop hospital services towards an 
achievable Baseline which serves as a stepping stone to the Target 
Norm. 
In both cases, the Target Norm, located between these two extremes, 
remains the same. 
Table 3.4a and 3Ab Oil the next pages allow you to enter numbers of IrrE 
staff in hospital inpatient. OPD. clinic and CHC settings. l'he table then 
assists in the calculation of community/hospital ratios for your district, 
region or province, which you can compare with the national Baseline 
and Target Norms. Remember that the Baseline norm is taken from the 
current average of South Ati'il:an services, and the Target norm is taken 
from the model in chapter 2. 
I" Those who supported this definition argued that OPUs shollid be seen as part of community services in order 
10 monitor progress towards deinstituiionalisation. Jrthis wcre not the case, redllction in bed numbers, and 
consequent treatment of patients in OPl) would not hc measurable. 
16 Those who supported this definition argued that it is unusual for community services to include hospital 
(acilities or any killd, and that OPD stalTare usually included on hospital establishments. 
3.4a Calculating indicators and setting service objectives: 
Community/hospital norms for Staff 
Step 1: How many FIE mental health staff are 
employed in each ofthe follo\'ving settings in your 




divide by the 







staff includes staff on 
hospital \vards, OPDs, 




This is your indicator 
(commihospital ratio) 
you can compare with the 
Baseline and Target Norms. 
x 
.-. . 
25% 55% 40% 
Low 
Baseline Norm Target 
Norm 
~ 
Step 3: Divide the number of 
Clinic and CHC stCLffby the 
Total Staff 
3.4b Calculating indicators and setting service objecth"es: 















% I 15% 45% 30% 
I 
I 
Step 4: If your indicators fall belo"v the Low Baseline Nonns (for definition 1 or 2), this indicates a need for the development 
of staff in community services in your province, region or district. 
If your indicators fall above the High Baseline Norms (for definition 1 or 2), this indicates a need for the development of staff 
in hospital services in your province, region or district. 
F38 
Community/hospitaillorms for patients 
Community/hospital norm'> 1hr patients or service users are measured by 
monitoring the way in which patients !l~~ services. This can be done by 
counting the number of admissions in hospital services in a year and 
comparing this with the number of outpatient or ambulatory care 
attendances during a year (see Table 3.5). Once again this figure can be 
helplitl in two ways: 
." We C[ID measure the way in which patients usc services and compare 
this across provinces, regions or districts. 
j We can measure change in the way patients use the services over 
time. 
In table 3.5 you can enter the number of admissions in hospital services 
in a year and the number of outpatient attendances in a year and calculate 
the community/hospital ratio i()r patients the indicator f()f your district, 
region or province. You can then compare this with the national Baseline 
and Target norms. 
COlll1l11mily/ 
IlOSplll11 norms/iJr 
patienls are a way 
o/lIIonttormg flow 
paliellls use the 
service. 
3.5 Calculating indicators and setting service objectives: 
How many 
psychiatric patients 
were admitted to 
inpatient facilities in 
Community/hospital norms for Patients 
---------
your province, 
How many psychiatric 
patients attended OPDs, 
Clinics and CHCs in 
region, or district your province, region 
during the last year? or district during the Annual 
~_ last year? Service 
~---~ 
S~Pji ---] +~l~~~-] = [lJtill~atitln_j 
-- --------*----------*---
Step 2: Divide the 
number of 
outpatient 




This is your indicator 
(comm/hospital ratio) which 
you can compare with the 








Step 3: If your indicator falls below the Baseline Norm, this indicates a need for the development 
or cotnrnunity services in your province, region or district. Low community service utilisation 
may be a consequence of poor detection ofSPC~ pallents; poor inf()rmation systems which report 
patients' community service utilisation; or patients kept unnecessarily in long term custodial 
care. 
Step 5: Proccss Norms 
l)r to this point we have worked with input norms -- those norms which 
monitor the way in which resources arc invested in the mental health 
service. 
J lowever, it is also important 10 use process norms - those norms which 
monitor the way ill which the mental health service is delivered to the 
community. In this manual we will f()CllS on ihur process norms: bed 
occupancy, admission rates, average length or stay (ALOS), and delault 
rates in ambulatory care. 
5.1 Bcd Occupancy Norms 
Bed occupancy rates are a gross but essential measure of bed utilisation 
ill hospitals. They measure the extcnt to which the available psychiatric 
IJeds are occupied at any given time. 
Pro('t!s,\' norms 
/llt!asure !he way 
Il/lI'hlch rhe 
sennce IS 




average llum!Jt'1' (~r 
beds Ihat lire 
occupied, 
expressed as a 
In Soulh AIi'ica, there is all urgent need f()r the developmem of normative pacerlfa};C 
bed occupancy rates. Historically there has been little monitoring or bed 
occupancy in psychiatric institutions, and there have been signilkant 
inl1'ingemenls of paticnts' rights through overcrowding of these 
1~lcilities. xxii Similarly in lhe UK, concern has been expressed that 
reduced bed numbers have led to unacceptably high bed occupancy ratcs 
in acute psychiatric unils.xxiii,xxiv 
As bed numbers in long stay custodial care institutions are reduced in 
South Ali'ica., it is essential that bed occupancy rates are monitored. 
There is a need i(lr a balance between the mos1 et1ective use of limited 
hospital resources, and the protection of patients' rights to good quality 
care. 
In lhe ihllowing tables (Table 3.6a and 3.6b) you can enter the average 
number nf occupied beds lI)r acute and medium-long stay care, and 
calculate the bed occupancy rate. This can then be compared with the 
Baseline and Target Norms. 
The Hospital Strategy ProjectViii recommends the Ibllowing formula Jor 
the calculation of bed occupancy: percentage bed occupancy ::c (inpatient 
days .-;- available bed days) x 100. Inpatient days per month arc ddined 
as the midnight counl 0 r patiellts I~H the month plus tOUtl deaths and 
discharges IClI' the 1I10nth. A vailahle hed d(~ys are deli ned as lhe number 
or available beds multiplied by lhe lime period specified (for cxampk lhe 
number of days in the month). This f(H111Ula is used in Tables 5.1 a and 
5.1 h. 
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3.6a Calculating indicators and setting service objectives: 
Bed Occupancy rates for acute psychiatric care 
.___--'-'-Uo.CLl-J'-"-' ....................... cJ.J.JJl"'--.Ll.L!"'-Io ........ t!:t!'i n g se rv i cc in d i ca tor How many available acute 
psychiatric bed Jays per month 
arc there in your district, 
region or province? 
What is the average number of inpatient 
days per month in acute care in your 
district. region or province? 
---------
This is your indicator (bed occupancy rale lor acute 
psychiatric beds) 
x 
Step 2: Comparing the indicator with the norm 
1--- -----[---l---r---=-~l----- ----1 
83(% 85%) I 
I --------- ------ ------------ ---------------------- ------
National Baseline Norm National Target Norm 
Does the indicator ti..)t your district, region or province t~lll helow 
the 13aseline norm? (tick) 
Yes [-~] 
It is possihle to makt~ !lIorc ellicient usc of your acute inpatient 
theilities by either increasing your admissions, increasing your 
ALOS or rcducing thl" number ofavailablc IJl:ds. 
Does the indicator tor your district, region or province tllll above 
the Targct norm? (tick) 
Q 
Yes [~=~] 
IF YES; It is neccssary to reduce levels of overcrowding in thesc [acilities by 
c~ilher increasing the numbers ofavailabk beds. rcducing 
admissi()n_~. reducing ALOS, or incrl:asing community level starting 
II)r morc dlective managcmcnt orpaticnts in the coml11unitq 
F42 





3.6b Calculating indicators and setting service objectives: 
Red Occupancy rates for Medium-Long stay care 
Step 1: Calculating thl~ existing service indicator 
What is the uverage number or 
inpatient days pCI' momh in med-





This is your indicator (bed occupancy rate [()r !TIed-long 
st,IY I'syehialric fleds) 
Step 2: Comparing the indicator with the norm 
Nationul Baseline 
Norm 
Docs the indicator lor your district, region or province jail 
below the Buseline norm? (tick) 
Yes 
H is possible to make more cflicicntllsc ofyollr med-]ong inpatient 
Ettoilitks hy either .. increasing your admissions. in(~reasing your r~ 
AI Jb or reducing (he number or availablt: beds. ~
Does the indicator [()r your district, rt~gion 01' province lall 
uhove the Targe! norm? (lick) 
Yes [-~] 
IF n~s: It is necessary lu reduce levels or overcroy..ding in lhcse lhcilitics 
hy eilher increasing the numbers or available beds, reducing 
admissions. rcdudng ALOS. or im:fcasing wmmunity level 
stalling I(lr more efiedivc management ofpatients in the 
community. 
5.2 Admission Rate Norms 
Admission rates are an imp0l1mlt indicator of the rate at which patients 
are admitted to psychiatric inpatient HlciIities. They are an important 
supplement to ini()rmation on the number of available beds in a particular 
community, because they provide a measure of how those beds are used. 
ShH-fp increases in admission rates arc likely to indicate that 
dcinstitutionalisalion is proceeding too rapidly, and that patients are not 
being cllcctiveJy managed in the community. 
As with bed occupancy rale, nn admission rate norm can help to ensure 




are an indica/or 0/ 




effective and appropriate for the needs of patients with spe. 
'fable 3.7 enables you to calculate admission rates J(Jr your paIiicular 
district, region or province. It then tnciJitates comparison with the 
national Baseline and Target Norms. As a reminder, the baseline norm is 
based on the current national average. The target norm is adjusted down 
fi'om the WHO model's estimated admission rate, following the 
recommendations of provincial mental health coordinators. 
As with bed occupancy norms, indicators which fall signiHcanLly above 
or below the norm may be due to a range of factors. A carelhl, locally 
conducted situation analysis can provide details of adjustments which are 
needed. 
3.7 Calculating indicators and setting service objectives: 
Admission rates 
Step 1: Calculating the existing service indicator 
I low many psy(;hiatrie patients ar(; 
admitted to hospitals in your district, 
region or province during a year'? 
What is the total population 
of your district, region or 
province? 
This is your indicator (annual admission rate per 100 
nOD people) 
] 00000 
Step 2: Comparing the indicator with the norm 
l
- ~-------- j 
150 
--~ - ~ ----~-. ~-- L. 
--------~----~-l 
180 I 
.. _ .. -- ----------.--------
Nalional Baseline National 'farget Norm 
Norm 
Docs the indicator f(x yOl11' district, region or province lidl 
.l:>£lQ~Y the fiaseIine norm'! (tick) 
If' YES; It may be possible to increase your admission rale by improving 
access and rdcrml routes to inpatient services, incn~asing the 
number of acute beds and reducing ml1nh(~rs of medium.,long ~ 
beds, or decreasing the ALOS. 
D()l~S the indicator fbr your district. region or province hIli 
HllI!VC the Target norm'! (tick) 
IFYES: It rnay he possible to decrease YOlll' admission rale Ihrough more 
elJ'cdive management of patients in LXlIl1munity settings. reducing 
~Idmissi()ns Irom other provinces, ()r more dkelive shorr, Icrm 







· S:dgcting, Ph~lning J 
and implementation 
--"--.-.--... '-'-_ .. _-,-
5.3 Average Length of Stay (ALOS) 
AI,OS is the average length of time a patient spends in a hospital befcwe 
discharge, and is usually measured in days. Alongside bed occupancy 
and admission mte, it is an extremely useful indicator of the way in 
which hospital services are used. 
Reductions of the /\1.OS have been as much a feature of 
deinstitutionalisation as reduced bed numbers. During the last 30-40 
years in devdoped countries, as patients have been managed more 
ellectively in community settings, they have been admitted for shorter 
and shorter time periods. However, many studiesii have shown that these 
reductions should be planned carefully, that there remains a need J()f long 
term care lur a small percentage of SPC patients, and that ALOS should 
depend on the particular clinical goals and treatment programmes of 
particular units. 
Table 3.8 enables you to calculate the ALOS for acute and medium-long 
stay psychiatric inpatient care fix your district, region or province. II is 
then possible 10 compare tIllS indicator with the national Baseline and 
Target norms. 
Because il is important to adapt ALOS to the specific setting in which 
patients are treated, the Norms and Standards report provided 
recommendations J()J' a range offacilitics: 
,.. f'sychialric Hospitals (acute) 
, Psychiatric Hospitals (med-Iong) 
'y General Hospitals (with dedicated psychiatric acute wards) 
).- Gencral J IospitaJs (without dedicated psychiatric acute wards) 
;.... District Hospitals (acute) 
No Baseline ALOS was proposed f()r med-Iong stay care fiJr severa.! 
reasons: the data () r existing services in the provinces was inadequate to 
draw Clear conclusions; there was extreme diversity across the provinces; 
several provinces reported a cohort of patients who had remained in 
custodial care je)r many years, and who could not be humanely 
discharged by applying a blanket policy of reducing ALOS. 
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II I.U"; ti,e 
average lenglh oi' 
lime (in days) Ihal 
a paliem sf'i!fI(ls m 
t.I hospital befbre 
dHcharge. 
3.8 Calculating indicators and setting service objectives: 
Average Length of Stay (ALOS) 
Type of .Facility 
Step t: What is the avcrag(~ l 
I ength oft i me (in days) that 
SPC patients spend in each 
ol'thcse facilities in your 
district. region or province? 
Psychiatric Hospitals (acute) 
Psychiatric Hospitals (med-Iong) 
General Hospitals (dedicated acute wards) 
(Jenera! Hospitals (non-dedicated acute 
wards) 
District Hospitals (acute) 
This is your indicator, 
which you can 
compare with the 
national baseline and 














Step 2: I f your ALOS for acute care filils below the Baseline Norm, this may he due to 
insufficient inpatient facilities (beds and staff), and the practices of prematurely discharging 
patients. 11 may also be due to inadequate community services to manage patients outside of 
hospital services. 
Step 3: If your ALOS for acute care is above the Target Norm this rnay indicate that patients 
arc being kept Jor too long in hospital settings and could be more effectively managed in the 
community. 
5.4 Oetault Rate Norms 
iSudgeting, planning ] 
~d implementa!io~ 
Patients who default from psychiatric care interfere with treatment 
programmes, disrupt etlicient utilisation of stafr time, and are costly to 
the mental health service. Problems of defaulting are widespread in 
community psychiatry, appear at varying stages, and present a constant 
challenge to the treatment team. They are particularly prevalent in 
patients with SPC. ii 
Defaults can take a variety of forms-- from missed appointments, to 
aHercare dropouts, to non-compliance with medication. In this manual 
we fi)cus exclusively on missed appointments in outpatients (OPl)), 
clinics and community health centrcs (elle). Default rate is defined as 
the percentage of patients who miss appointments. 
Ikla.ult rates may be indicators of several factors: 
y the extcnt to which patients receive the intended trcatment 
.,. wasteage 0 f stall' time 
'jY inadequate referral procedures 
'jY poor communication with patients 
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Researchers have argued that some default is inevitable, especially in 
lreairnent of acute patienls and that deJaulting does not always lead to 
readmission. xxv it is therei()re useful to establish a norm which caters j()r 
an acceptable level of def~lUlt which is not regarded as costly or a risk 
factor. 
In Table 3.9 you can enter the numbers of missed appointments in OPDs, 
clinics or CHe's in your district, region or province and calculate the 
deHlUlt rate. 'nlis can then be compared with the national Baseline and 
Target Norms. As the model docs not recommend default rates, the 
'farget norm was based on recommendations of the provincial mental 
health coordinators during the norms and standards project, 




3.9 Calculating indicators and setting service objectives: 
Default rates 
Step 1: Calculating the existing service indicator 
What is tht: average numbt:r ol'patit:nts who 
j~lil to keep outpatient appointments in your 
district. region or province during a month'! 
(low many psychiatric patients arc seen 
at OPD5, clinics and CI ICs in your 
district, region or province during a 
month'? 
This is YOllr indicator 
(ddhu It rate) 
x 100 
Step 2: Comparing the indicator with the norm 
National Baseline National Target Norm 
Norm 
[s the delillllt mle till' your district, region or province higher 
thall the Baseline norm? (tick) 
IF YES: Tllis may he due to poor communication witli patients, 
inadequate referral routes, long waiting periods lilr patients~ 
morale and stress problems among treatment stall L--,;' 
[s the dehtult rate fix your district, region or province lower 
tban the Target norm? (tick) 
Yes 
IF YES: A low delilllit ralc is \lsually an indicator oran etJective 
service. (lowever. Ihis del~lUlt should bc continually 
reviewed to ellsure that il is not dlll~ to poor iIlJ(lfI11ation 











Step 6: Maintaining the balance 
I laving reviewed the service using each nonn, it is necessary, as a final 
step, to ensure that a balance is maintained between all aspects of the 
mental health services. 
In Table 4 you can enter each of the indicators cak:ulatcd in the tables so 
tar. 'rhese can then be compared with the Baseline and 'farget Norms. 
This table should provide a clear overview of the gaps in the service. It 
also shows the need to balance different aspects of the service, and that 
each aspect is dependent on others. For example, changes in bed 
numbers have effects on staDing, community/hospital ratios, bed 
occupancy, admission rates, ALOS and deflmlt rate. Conversely, 
changes in the average length of admission (A LOS) will have effects on 
the numbers of available beds, on admission rates, on 
community/hospital ratios, bed occupancy, starting, the number of 
patients who arc seen in ambulatory care settings, and in turn, default 
rales. 
In order f()r t.he service to continue to function cilectively it is essential 
tbat the service is monitored as a whole in an ongoing way. 
At this stage the norm') proposed in this manual arc provisional and 
should be reviewed annually us services are t.ranslbrmed. Ultimately the 
norms framework needs to be modified according to the needs and 
priorities of local services, inlbrmed by appropriat<.~ budgeting, planning 
,md implementation. 
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As a,final step you 
COli relate each of 
the indicators 
ca/cli/a/I;d ill fhis 
manual, In order 
to monitor the 
service a8 a whole, 





~E 'd' ~\ i···· ntcr your m lcators as I 
I calculated from the tables I 
4. Maintaining the balance: Summary of service indicators and norms~l earlier in ____ t--::hi=·s=c=h=a=p=te=r=.=::::::::::./==--!----------~ 
I Norm Definition Indicat~-- Norms 
I Baseline Target 
Bed/population (Beds +- total population) X 100 000 Acute: 13 Acute: 28 ---- Med-long + Comm res: 16 Med-long + COInm res: 30 
Staff/population (Staff +- total population) X 100 000 Iotal nurses: 16 Total nurses: 25.1 
(clinical stan only) ---- Iotal staff: 20.7 Total staff: 35.2 
Stafflbed Staff+- beds Total nurses: 0.25 Total nurses: 0.45 
(clinical staff only) - Total staff: 0.36 Total staff: 0.56 
StaftiDPV Staff +- DPY (Daily Patient Visits) Total nurses: 0.2 Total nurses: 0.54 
(clinical staff only) - Total staff: 0.32 Total staff: 0.93 (ambulatory care only) 
Communityl 1. Community staff +- (hospital + comrn 1. Ratio 1: 25%-55% 1. Ratio 1: 40% 
Hospital - Ratio 2: 15%-45% Ratio 2: 30% staff) -
2. Attendance rate +- (admission rate + 2. 66% ') 92% .... 
attendance rate) 
Bed occupancy (Inpatient days +- Available bed days) Acute: 83% Acute: 85% - Med-long: 83% Med-long: 95% X 100 
Admission rates Annual admissions per 100 000 population 150 180 
Length of stay Median length of admission (days) Psychiatric hospitals Psychiatric hospitals 
- (acute): 14 (acute): 19 
- (med-long): 180 
General hospitals General hospitals - (dedicate wards): 14 (dedicated wards): 1 9 
- (non-dedicated wards): 5 (non-dedicated wards): 8 
District hospitals: 3 District hospitals: 5 
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